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ERETOFORE the causes of uterine haem- 
orrhage have been discussed, in great 
part, from an anatomic point of view. 

Emil Novak says that structural alterations in 
an organ are far easier to demonstrate than aber- 
rations of function, and he finds uterine bleeding 
in the majority of cases to be the result of morbid 
anatomical changes. In this class of cases we have 
the neoplastic types, such as cancers and fibroids 
of the uterus, in which hemorrhages occur in the 
absence of the menstrual flux. 

A second class of cases is observed in which the 
lesion lies within the uterus or appendages, but 
the hemorrhages are dependent upon the men- 
strual flux. In this group we find tubo-ovarian 
inflammations and ovarian tumors. These lesions 
might not in themselves cause uterine bleeding, 
but they can exaggerate the menstrual hyper- 
zemia and result in hemorrhages. 

A third group referred to by Novak is that in 
which uterine hemorrhages occur in the entire 
absence of any clearly demonstrable disease in 
the pelvic organs. In this class of cases the cause 
was first sought in the endometrium, but Novak 
believes with Hitschmann, Adler, and others that 
the endometrium has little influence in creating 
uterine bleeding. 

The author does not deny that the myometrium 
as well as the endometrium may be responsible 
for a limited number of cases of uterine bleeding, 
but does not think the number considerable. 
Only an occasional influence in producing uterine 
bleeding is credited to arteriosclerosis. 


THE SECRETIONS OF THE DUCTLESS GLANDS 


Novak suggests that the cause of menstruation 
may be found to lie in the ductless glands which 
form a functional chain throughout the body. 
While the secretions of the ovary are all important 
to the process of menstruation, the other ductless 
glands, notably the hypophysis, suprarenal, and 
thyroid, may play an important contributory 
role. Furthermore, he argues that we must look 
to the vasomotor nervous system for important 
influences in producing uterine hemorrhage. 
This is particularly true at the times of puberty 
and the menopause. It is impossible to determine 
to what extent theinfluence of the various internal 
secretions on menstruation is directly chemical 
and to what extent it is exerted through the me- 
dium of the vasomotor nervous system. The 
primary vasomotor center is located in the floor 
of the fourth ventricle and is definitely linked up 
with the psychic center, thereby explaining the 
occasional uterine hemorrhage from severe emo- 
tional disturbances. Hemorrhage of neurotic 
origin has been definitely proved by Brown- 
Sequard, von Recklinghausen, and others. Novak 
employs the term ‘“angioneurotic’”’ to such 
hemorrhages. 

R. Duffy finds bleeding from the uterus at the 
time of puberty is sometimes due to such patho- 
logical changes as abortion, polyps, and _in- 
flammation, but in the great majority of cases 
there is no evidence of uterine disease. These 
are the so-called “essential” or ‘functional 
hemorrhages.” 
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Duffy is of the opinion that the thyroid gland 
is an important factor in the causation of these 
haemorrhages and quotes Hertogne of Antwerp, 
who says that the menses are normal when the 
thyroid is normally active and excessive when 
the thyroid secretion is deficient. ‘The weaker the 
thyroid the greater the loss of blood.’ Sehrt is 
also quoted in his report of 38 cases in which 
there was marked hypofunction of the thyroid. 
Duffy recommends both local and general treat- 
ment for the essential haemorrhages of puberty. 
Local treatment (curettage) is resorted to only 
when general measures have been tried without 
results. He affirms that the treatment of these 
cases is primarily medical. He prescribes calcium 
chloride in large doses—8o grains a day; blood 
serum (horse or human) 15 to 30 ccm. every other 
day, or thyroid extract or pituitary extract. 


HEMORRHAGES OF PUBERTY AND THE 
MENOPAUSE 


The greatest interest centers in the problem of 
uterine hemorrhages occurring at the two ex- 
tremes of menstrual life; i.e., puberty and the 
menopause. 

Lehmann very pertinently warns against the 
general use of the term ‘climacteric hamor- 
rhage.” Such a term can in no way define the 
cause of the hemorrhage and in its general 
adoption may well lead to the overlooking of 
cancer. The term at best can only signify the 
time of life in which the hemorrhages occur. In 
former years attempts were made to attribute all 
these hemorrhages to local lesions. Weil con- 
tends that they are due to functional disturbances 
of any and all the glands of internal secretion and 
recommends organotherapy to the exclusion of 
surgery. He finds the thyroid extract most 
efficient of all. For the control of serious hamor- 
rhages he gives hypodermic injections of about 
20 ccm. of human serum and believes it to be 
practically specific in its action. 

Goffe, in writing of the significance of menor- 
rhagia and metrorrhagia in the years of puberty 
and the menopause in which there is no demon- 
strable pathology to account for the bleeding, 
says that gynecologists have erred in concen- 
trating their attention on the uterus and in 
neglecting the general condition of the patient. 
Repeated curettage of the uterus may fail to 
control the loss of blood. Muscular insufficiency, 
arteriosclerosis, or a diminished amount of 
calcium salts in the blood are occasional factors 
in causing uterine hemorrhage, but they are not 
constant factors. 
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Arnold Strundorf found one constant factor 
and that was that the menstrual blood failed to 
coagulate. The former teaching has been that 
fibrin caused coagulation. It is now known that 
fibrin is the product of fibrinogen and fibrin 
ferment, and that fibrin ferment is in turn the 
product of thrombogen and_ thrombokinase. 
There is also a substance in the blood called anti- 
ferment or antithrombin which prevents or 
inhibits coagulation and an undue proportion of 
this substance was found in the endometrium. 
The theory promulgated by Strundorf is that the 
corpus luteum controls the biologic factor in the 
endometrium. This theory was supported by the 
fact that cretihism was usually associated with 
amenorrhoea. The activating factors are the 
ductless glands. In line with this hypothesis, 
Goffe recommends an initial curettage, and 
failing to control the bleeding by this procedure, 
he suggests the administration of ovarian extract 
or pituitrin. 

The effect of corpus luteum secretion upon the 
coagulability of the menstrual blood has been a 
subject for investigation by Wintz and Fingerhut 
of Erlangen. A series of rabbits were castrated 
and compared with a series of rabbits which were 
not castrated. After castration the period of 
coagulability was prolonged, but returned to the 
normal upon the administration of corpus luteum. 

Dalché reported two cases of menorrhagia in 
virgins in whom there were no pelvic lesions. 
He ascribed the hemorrhages to alterations in the 
internal secretions. 

‘Lauth has conducted a series of animal ex- 
periments with ovarian extract and concludes 
that hemorrhage and hypertrophy of the uterus 
may be ascribed to hyper- or dysfunction of the 
ovary, especially as in most of the cases there were 
changes in the ovary in the nature of cystic de- 
generation. He introduces the term “ovarian 
metrorrhagia.”’ 

Halledey holds to the theory that uterine 
hemorrhages are due to correlative disturbances 
in the organs of internal secretion. Forty-one 
cases of uterine hemorrhage were successfully 
treated by Halledey with pituitary extract, and 
four cases with corpus luteum extract. 


SYPHILIS OF THE UTERUS 


Dalché emphasizes the importance of syphilis 
as a factor in uterine hemorrhage. Syphilis of the 
uterus is seldom considered, yet the author finds 
it not infrequently in the form of a diffuse syphi- 
loma, as a gumma of the cervix, or as a sclerotic 
condition of the uterus and its blood-vessels. 
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Jaworskl describes a syphilitic angiosclerosis of 
the uterus involving the whole organ and even the 
parametric tissue. In some instances the blood- 
vessels alone were involved in tertiary syphilis. 
Jaworskl says that the hardening of the uterine 
blood-vessels and the loss of elasticity of the 
uterine tissues may give rise to frequent and 
copious hemorrhages. Five cases are recorded 
by the author. Antisyphilitic treatment con- 
trolled the bleeding and in some instances the 
uterus became smaller and normal in consistency. 

There are no characteristic symptoms of 
syphilis of the uterus. The most prominent 
symptom is hemorrhage which resists all the 
usual forms of treatment, including curettage, but 
reacts favorably to antisyphilitic treatment. 


ARTERIOSCLEROSIS OF THE UTERUS 


Many contributions are presented to support 
the theory of arteriosclerosis of the uterus as a 
cause of uterine hemorrhage. 

Herman, Martin, Reinecke, Kuestner, von 
Kahlden, Popoff, Findley, and others have 
held that arteriosclerosis is a prime factor in 
uterine hemorrhage. 

Bukojemsky reported three cases of uncontrol- 
lable haemorrhages from the uterus in which 
hysterectomy was performed. In all three cases 
typical arteriosclerosis was found and the severe 
hemorrhages were ascribed to the changes in the 
walls of the blood-vessels. In one case there was 
necrosis of the vessel walls. Bukojemsky argues 
that arteriosclerosis of the uterus is an important 
etiological factor in uterine hemorrhage. He 
differentiates between infectious metritis and 
sclerosis uteri, both being characterized by en- 
largement of the body of the uterus. In metritis 
there is an absence of periarterial processes. In 
sclerosis uteri there are periarterial processes and 
a diminution of elastic tissue in the uterus and 
blood-vessels. He believes the hemorrhages are 
due to loss of elastic fibers in the vessel walls. 

Jones finds the cause of climacteric hamor- 
rhages to be due to arteriosclerosis with secondary 
interstitial changes (fibrosis uteri). In these 
cases he found it impossible to check the hemor- 
rhages by means of the curette and was forced 
to resort to hysterectomy. 

Hirsch does not believe that arteriosclerosis, 
endometritis, localized hemophilia, or an abnor- 
mal state of the glands of internal secretion are 
factors in causing uterine hemorrhages. He 
supports the views of Theilhaber that muscular 
insufficiency exists, and bases his treatment on 
this hypothesis. He injects from 0.25 to 1 gm. 
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of ergot into the cervix daily for three to four 
days, and has obtained excellent results. 

Liepmann finds arteriosclerosis of the uterus 
to be the rule in old women and not uncommon at 
an earlier age. When occurring in the preclimac- 
teric age it may account for severe uterine 
hemorrhages. 

Anspach applies the term ‘metrorrhagia 
myopathia” to a form of uterine haemorrhage 
produced by morbid changes in the uterine mus- 
culature and independent of the usual causes of 
uterine hemorrhage. These hemorrhages usually 
arise at the close of the childbearing period in the 
form of an excessive menstrual flow or an inter- 
menstrual flow. Anspach believes that these 
hemorrhages can not be ascribed to arterio- 
sclerosis, endometritis, or fibrosis uteri and finds 
that the elastic fibers in the uterine wall play a 
large part in the causation of preclimacteric 
hemorrhages. The following excerpt is taken 
from Progressive Medicine, 1906, June, page 187. 

“Tt is natural, then, at the close of menstrual 
life that the muscular elements having no further 
use should undergo atrophy and that the intra- 
vascular area of the organ should be diminished 
by sclerotic changes in the blood-vessel walls, 
and that this should be furthered, as it is in other 
organs, by an increase of elastic tissue or a failure 
in the normal obliterative changes of the vascular 
channels, or an excessive hypertrophy of connect- 
ive tissue (making firm contraction of the uterus 
and compression of the blood-vessels more or less 
faulty) might result in disturbance of the endo- 
metrial circulation and produce profuse menor- 
rhagia or metrorrhagia.”’ 


HYPERFUNCTION OF OVARIAN TISSUE 

Frank asserts that advanced destructive pro- 
cesses in the ovary due to chronic inflammation 
are at times associated with hyperfunction of the 
remnants of normal ovarian tissue, and that this 
condition is responsible for the accompanying 
menorrhagias and metrorrhagias and for hyper- 
plastic changes in the endometrium. 

He finds menorrhagias and metrorrhagias in the 
absence of any anatomical basis and in the pres- 
ence of a much thickened uterine wall. He says 
that the explanations offered by Theilhaber (con- 
nective tissue changes), by Findley (sclerosed 
vessels), and by Anspach (muscle and elastic 
tissue changes), “‘are not the sole ones because 
age changes, repeated childbirths, or continued 
ovarian hypersecretion may just as logically 
account for the connective tissue increase, the 
sclerosed vessels, the muscle changes, etc.” 
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Frank does not attempt to explain the cause of 
haemorrhage in cases in which the uterus and 
ovaries are perfectly normal. 

Liepmann states that hyperfunctions of the 
ovary may lead to great increase in the uterine 
musculature. Here the resulting haemorrhages 
are primarily of chemical origin, but secondary 
physiologic factors are also at work; i.e., muscular 
insufficiency. Hence it is not always possible to 
distinguish between causes which are chemical 
and those which are purely physiological. 


ENDOMETRITIS 

“Hemorrhagic endometritis”’ is a term that is 
destined to be discarded for the reason that ir- 
regular bleeding is not the result of an inflamed 
endometrium in the absence of mechanical causes 
such as polyps, fibroids, and cancer. Hitschmann 
and Adler will not admit of the possibility of 
hemorrhage from the uterus unless the ovaries 
are diseased, except when due to polyps, fibroids, 
cancer, and like mechanical conditions. They 
reaffirm their previously expressed opinion that 
there is no such lesion as hypertrophic or hyper- 
plastic glandular endometritis. They opine that 
the hypertrophied glands are the normal changes 
of the premenstrual period. They do not believe 
that the increase in size and number of the glands 
of the endometrium can cause uterine bleeding. 
Furthermore, they do not believe that curettage 
will alter these glands inasmuch as a similar 
condition is regenerated from the glands not 
removed by the curette. They further affirm that 
interstitial inflammation of the mucosa does not 
lead to hemorrhage, that the hemorrhage is due 
to inflammation of the ovaries. Changes in the 
functions of the ovaries in the presence of retro- 
flexion, metritis, and myoma are said to be 
responsible for the haemorrhages. All causes for 
hemorrhages are excluded from consideration 
with the exception of submucous tumors, polyps, 
and mechanical irritations. The authors conclude 
that curettage is no more than symptomatic 
treatment. 

Liepmann endorses the views of Hitschmann 
and Adler that endometritis causes leucorrhoeal 
discharges, but not hemorrhage. An exception 
is made to this statement in reference to polypoid 
endometritis. 

Wagner finds that the curette controlled the 
hemorrhage in only ten per cent of 600 cases of 
uterine bleeding. He does not believe that endo- 
metritis can account for uterine haemorrhages. 
He lays great stress on the ovarian origin of 
uterine hemorrhages and finds great satisfaction 
in organotherapy and radiotherapy. 


NON-COAGULABILITY OF THE MENSTRUAL BLOOD 


Bell has made chemical analyses of the men- 
strual blood obtained from ten cases of hzemato- 
colpos due to atresia. These observations were 
made for the purpose of determining the factors 
responsible for the non-coagulability of the 
menstrual blood. He found that blood consti- 
tuted less than fifty per cent of the total volume of 
retained fluid; that mucin from the cervix and 
vagina exceeded in bulk that of the blood. The 
calcium content was six or more times that of 
normal blood and there was a total absence of 
urea, fibrin-ferment, and fibrinogen. The author 
is of the opinion that the lack of coagulability 
of the blood was due to the absence of fibrin- 
ferment and fibrinogen. 

Dieost, on the other hand, finds the fibrinogen 
content of menstrual blood to be equal to that 
of normal blood, and fibrin-ferment in less quan- 
tity than in normal blood. It is his opinion that 
there is an antithrombin in the endometrium 
which neutralizes the thrombin in the blood as it 
passes from the blood-vessels of the endometrium. 
By certain physiochemical tests he has isolated 
an antithrombin in the endometrium and observes 
that this antithrombin is found in very large 
quantities in the hypertrophied endometrium 
associated with bleeding fibroids. In further 
support of his argument he observes the same 
condition in uterine polyps and an absence of 
antithrombin in the recently delivered uterus. 

Whitehouse says that every case of uterine 
hemorrhage demands first of all a general ex- 
amination before local conditions are investigated. 
Faults in calcium metabolism may account for 
obscure uterine bleeding. In these cases a cure 
may be effected by the administration of calcium 
salts with which thyroid tissue may be combined. 
Hemorrhages at the time of the menopause may 
be due to increased arterial tension, portal ob- 
struction, or fibrosis uteri, secondary to arterio- 
sclerosis. In these cases ergot usually fails. The 
empirical administration of hemostatic drugs 
is frequently useless and curettage may be 
harmful. 

Adler emphasizes the need of an accurate 
diagnosis of the cause of uterine hemorrhage for 
the purpose of deciding upon treatment. For the 
purpose of diagnosis he lays more stress upon an 
accurate history than upon the physical findings, 
especially in ectopic pregnancy. He says that 
endometritis (glandular and interstitial) does not 
alone cause uterine hemorrhage in the absence of 
lesions of the adnexe, especially of the ovary, or 
retrodeviations of the uterus. He finds irregulari- 
ties of the menses in adnexitis only when the 
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ovary is involved to the extent of causing func- 
tional disturbances of the ovaries. 

Polyps, hyperplasia of the uterine mucosa, and 
atony of the uterine musculature may favor 
hemorrhage, while altered secretions of the ovary 
account for uterine bleeding in myxcedema, 
Addison’s disease, Basedow’s disease, and chloro- 
sis. Sedentary life, corsets, constipation, and 
masturbation produce excessive menses through 
active hyperemia of the pelvic organs. General 
and circulatory diseases and psychic disorders 
may lead to excessive bleeding from the uterus. 


TREATMENT OF UTERINE HA MORRHAGE BY DRUGS 


Focke has administered digitalis in the past 
fourteen years in one hundred cases of uterine 
hemorrhage and succeeded in controlling the 
bleeding in fifty per cent of cases. He groups 
the cases as follows: 

1. Hemorrhage from organic disease of the 
uterus—tumors, gonorrhoea, etc.—without preg- 
nancy. 

2. Hemorrhage in pregnancy and in threat- 
ened abortion. 

3. Hemorrhages in the absence of pregnancy 
and organic lesions—idiopathic or essential 
haemorrhages. 

In the first group no results were obtained from 
the use of digitalis. In the second group the 
results were not encouraging. In the third group 
the results were good. The good results were 
credited to the effect of digitalis upon the circu- 
lation in relieving pelvic congestion. 

Arthur H. Curtis comments upon the tendency 
of surgeons to overlook the possibilities of blood 
therapy. He reports two cases of uterine hemor- 
rhage which were successfully treated by injecting 
whole blood. The method employed is commend- 
ed for its simplicity and is worthy of extended 
trial. His technique is as follows: 

“A 20-ccm. or larger ground-glass syringe is 
sterilized, preferably by the dry method, and the 
inner surface lubricated with sterile petrolatum. 
Blood is withdrawn in the usual manner from a 
cubital vein of the donor; the needle is then 
inserted beneath the subcutaneous tissues of the 
back of the patient and the blood injected.” In 
two cases reported by Curtis the injections were 
repeated once in the first case and five times in 
the second, at intervals of 48 hours. In the 
second case the hemorrhages recurred one year 
later and were permanently checked by a repe- 
tition of the treatment. Curtis believes that the 
injection of whole blood in many cases of uterine 
hemorrhage will obviate the necessity of operative 
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interference or expensive and time-consuming 
roentgen-ray treatment. 

Thwaits injected human serum from the mother 
into a girl, 15 years of age. The girl had not been 
free from uterine bleeding longer than eight days 
at a time for six months. No pelvic abnormalities 
were noted. Uterine drugs had failed to give 
relief. A subcutaneous injection of 10 ccm. was 
given and immediate improvement was obtained. 
Menstruation returned in twelve days and lasted 
eight days. A second injection of 30 ccm. of the 
mother’s serum was given and permanent results 
followed. 

Kaiser injected 20 ccm. of horse serum in each 
of two cases of excessive menorrhagia which had 
resisted all other measures. The results were 
immediate and perfect. 

Landsberg gave subcutaneous injections of a 
one per cent solution of calcium lactate in inflam- 
matory processes. He injected 10 ccm. and re- 
peated the dose every two or three days. The 
results do not seem to be remarkable. 

Powdered sugar is recommended by Berczeller 
for the control of offensive discharges and hamor- 
rhages in cancer of the cervix. A cylindrical 
speculum is inserted, the cervix dried with gauze, 
and the speculum half filled with powdered sugar. 
A strip of iodoform gauze is inserted and the 
speculum removed. These treatments are re- 
peated one or more times a week. 

Prof. Fromme of Berlin is carrying on a series 
of observations on the intravenous injections of 
enzytol for relief from essential haemorrhages. 
He claims that the drug causes follicular atrophy 
of the ovary as do the roentgen rays. He uses 
a ro per cent solution of enzytol in normal salt 
solution, beginning with 2 ccm. of enzytol in 
20 ccm. of normal salt solution and increasing the 
enzytol 1 ccm. each three days for twelve injec- 
tions, the injections being given twice weekly. 
Up to July 1 he had treated 61 cases. A few of 
these cases were not influenced by the treatment. 
Occasionally the haemorrhages were increased for 
a month or two and then decreased. Not all 
cases became amenorrheeic, but with few excep- 
tions the menstrual flow decreased to the normal 
or ceased altogether. If no effect was manifest 
after twelve injections operation was advised. 
If the hemorrhages were checked for a time and 
recurred the treatments were repeated. Prof. 
Fromme regards the drug as in the experimental 
stage. 

Gerstenberg recommends the application of 
pure formalin to the endometrium for the control 
of climacteric hemorrhages. The formalin is 
applied by means of a swab. Gerstenberg says 
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that if two such applications do not check the 
hemorrhages, his suspicions are aroused that 
cancer, fibroids, or some other lesion is present. 


ORGANOTHERAPY IN UTERINE HA.MORRHAGE 

Bab treated 145 cases of uterine hemorrhage 
with pituitrin. These cases embraced a series of 
pathological conditions; i.e., myoma, ovarian 
cysts, inflammation of the adnexz, climacteric, 
and leutic hemorrhages, and hemorrhages of 
ovarian and thyrogenic origin. He reports com- 
plete cure in 81.2 per cent. 

Jayle has injected hypophyseal extract in such 
affections as metritis and subinvolution with 
metrorrhagia and uterine sclerosis of the meno- 
pause with hemorrhage. The immediate results 
were good. 

Pituitary extract was tried in the Rothschild 
Hospital of Wien for uterine haemorrhages of 
every variety and was found worthless in all 
cases except in the hemorrhages of puberty. At 
puberty the hemorrhages were not only con- 
trolled, but the menses were regulated in time. 
Daily subcutaneous injections were given of 
1 ccm. of pituitrin for fifteen to twenty days. 
The bleeding was usually controlled after the 
second or third dose, and the general condition 
of the patient improved rapidly. 

Hofstatter employed hypophyseal extract in 
twelve cases of severe menstrual bleeding with 
irregularity during puberty. Nine of the cases 
were cured in a short period of time. 

Koch recommends the hypodermic injection 
of ergot or pituitrin into the cervix to control 
hemorrhages associated with relaxation and con- 
gestion of the uterus. These injections are made 
into the anterior lip of the cervix in doses of 
1 to 20ccm. Ergot gives a more permanent effect 
than does pituitrin, but from the fact that ergot 
often produces toxic symptoms the author favors 
the use of pituitrin. A second injection may be 
required at the end of twelve to twenty-four 
hours. The author ascribes the action of the 
drug to its effect upon the cervical sympathetic 
ganglion which lies close to the posterior cervical, 
the fibers of which ramify through the cervix. 

Halledey in writing of the etiology and organo- 
therapy of uterine hemorrhage recommends the 
hypodermic injection of pituitrin. In this manner 
the hemorrhages were controlled in forty-one 
cases. In five additional cases hemorrhages were 
relieved by the administration of corpus luteum 
extract. 

CURETTAGE 

Adler would restrict curettage to the removal of 

placental remnants, polypi, hyperplastic endo- 


metrium, and for diagnosis in suspected malig- 
nancy. In gonorrhceal endometritis the curette 
is useless and may be harmful. In fibroids of the 
uterus the author believes the curette is dangerous 
and finds that the hemorrhages of puberty are 
not controlled by the curette. He recommends 
the administration of 1 ccm. of pituitrin subcu- 
taneously for five days, also the administration 
of mammin for three to four months every year. 
Where coagulation is defective calcium is recom- 
mended. He would avoid serum on account of 
anaphylaxis. As a last resort the vagina should 
be tamponed. The X-rays should be used in 
selected cases only and when used the course 
should be closely observed by a gynecologist. 
Radium should not be used in the presence of 
benign tumors. 


CONTROL OF HAMORRHAGE IN INOPERABLE 
CANCER OF CERVIX 

Curettage, followed by vigorous application of 
the Paquelin cautery, continues to hold its place 
as a valued means of checking hemorrhages from 
a cancerous cervix. Blau recorded his results in 
408 cases in which there was an average of 252 
days of life after the initial treatment, while 
Pawlick records a case living twenty-one years 
after the initial curettage and cauterization. 
Again Tower has reported 119 cases treated by the 
Paquelin cautery which were apparently healed 
after five years. 

The Gellhorn treatment for inoperable cancer 
of the cervix is only rivaled by radium. The 
method of Gellhorn consists in scraping away all 
friable tissue, then elevating the hips of the 
patient and introducing about one ounce of 
acetone into the vault of the vagina through a 
Ferguson speculum. Before introducing the ~ 
acetone it is well to thoroughly smear the vaginal 
walls and vulvar surfaces with sterile vaseline. 
The excochleated area is exposed to the acetone 
for twenty to thirty minutes and is then decanted. 
The cancer crater is then packed with a strip of 
sterile gauze wrung out in acetone and in advance 
of the gauze is placed a sterile dry tampon. The 
treatments are repeated every two or three weeks 
and later at longer intervals. No anesthetic is 
required subsequent to the initial treatment. 
If these treatments are faithfully and intelligently 
carried out, the hemorrhages will not recur and 
the leucorrhceal discharges will almost, if not 
wholly, disappear. 


RADIOTHERAPY IN MYOMATA AND IDIOPATHIC 
HMORRHAGES 

Aside from the cancer problem there is no more 

absorbing question in gynecology than that of 
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the treatment of myomata and idiopathic hemor- 
rhages by the means of the X-rays, radium, and 
mesothorium. Following the lead of Germany 
and France, the United States has become in- 
creasingly interested in these treatments. How- 
ever, it cannot be said that the profession in the 
United States is prepared to go all the way with 
such enthusiasts as Kroenig and Gauss of Frei- 
burg. 

According to Weber, this form of therapy is 
more applicable to climacteric hemorrhages than 
to myomata. He finds that the younger the in- 
dividual, the slower the reaction, because of the 
greater vitality of the ovaries. He does not find 
the nervous phenomena incident to the induced 
menopause to be a serious embarrassment; in 
nearly every instance they have been absent or 
insignificant. 

Pfahler finds that uterine hemorrhages from 
fibroids of the uterus are controlled in practically 
every case by giving large doses along the lines 
laid down by Gauss; that with smaller doses the 
hemorrhage returns in only three or four per cent 
of the cases. He has had almost universal success 
in the control of hemorrhage of the menopause, 
not due to malignancy. The response to such 
treatment in these cases is usually very prompt. 

It is of interest to note that in the experience of 
Symer and Menge the X-rays do not have an 
unfavorable effect upon inflammatory adnexal 
disease accompanied by uterine hemorrhage. In 
no case did they see a lighting up of the latent in- 
flammatory process. Not only were the hemor- 
rhages controlled, but pain and leucorrhceal 
discharges ceased in all cases. 

The X-rays are especially adapted to the treat- 
ment of myomata and myopathic hemorrhages 
in women of advanced years who are anemic or 
who suffer from diabetes, nephritis, thyroid 
disease, pulmonary disorders, or organic heart 
lesions. In young women a finer distinction is 
imperative because of the likelihood of inducing 
early menopause. 

McGlinn discusses the question of elimination 
of surgery in the treatment of fibroid tumors of 
the uterus and concedes that roentgenotherapy 
has an important place in the treatment of 
myomata, but finds no justification for the view 
that surgery should be entirely supplanted. He 
finds complete cure in only 5.3 per cent of the 
796 cases of Mohr that were treated by the 
X-rays. By “complete cure,” McGlinn includes 
only those cases in which all symptoms were 
relieved and the tumor completely absorbed. 
Fibroids treated by surgery are limited only by 
the general condition of the patient while the 
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X-rays are limited by the condition of the tumor. 
Women with fibroid tumors may be poor surgical 
risks on account of anzmia, or associated heart, 
kidney, pulmonary, or other pathological con- 
ditions. These are the cases best adapted for 
roentgenotherapy. In such cases a cure may not 
be effected but dangerous symptoms are relieved. 
Future developments may endanger these pa- 
tients, but chances are taken because of the danger 
of operating under these conditions. Where 
anemia is grave the X-rays will check the hemor- 
rhages and prepare the patient for future opera- 
tion. 

An enormous amount of literature has accumu- 
lated on the treatment of fibroids of the uterus 
by the roentgen rays. In the Jahresbericht fuer 
Geburishuelfe und Gynaekologie, 1913, 948 cases 
are referred to in which the X-rays have afforded 
excellent results in controlling hemorrhage and - 
in reducing the size of the tumors. Among the 
authors of these case reports are Gauss, Haendly, 
Haenisch, Jung, Kelen, Nemenow, Runge, 
Schmidt, and Strassman. On the other hand less 
favorable reports are presented by Abel, Macken- 
rodt, Veit, and Weber. 

Mackenrodt observed a tumor to shrink in size 
without controlling the hemorrhage. Zollner 
records six cases, in all of which the hemorrhages 
were temporarily checked, but in five of the six 
cases the hemorrhages recurred. The metror- 
rhagias and preclimacteric hemorrhages were 
most favorably influenced by the X-rays in the 
experiences of de Bovis, Bumm, Grafenburg, 
Haendly, Kelen, Rosenfeld, Runge, Siredey, and 
Weber. 

Cases are reported in which the hemorrhages 
persisted or were increased in severity, thereby 
necessitating operative intervention. Peham re- 
ported two fatal cases, the deaths ensuing from 
hemorrhage following the application of the 
X-rays. Futh observed two fibroids grow under 
the influence of the X-rays and the hemorrhages 
persist without alteration. Schmidt reported 
nineteen cases and of this number two showed a 
marked increase in the hemorrhages under the 
influence of the roentgen rays. A similar case 
was reported by Weber. 

Among the many authors who have taken a 
conservative stand in the roentgentherapy of 
myomata is Flatau, who finds that the hemor- 
rhages may be controlled in the presence of an 
overlooked malignant degeneration. ‘The rule 
that is generally adopted to first curette the uterus 
for the purpose of excluding possible malignancy 
is not an absolute safeguard. While few cases of 
carcinomatous degeneration will be overlooked 
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in such a procedure, there will be a greater chance 
of overlooking sarcomatous degenerations. 

The nervous phenomena following the applica- 
tion of the X-rays are to be reckoned with, but 
they are not so pronounced as following the 
removal of the ovaries. The explanation prob- 
ably lies in the fact that the ovarian activity is not 
wholly annulled by the rays, at least for a consid- 
erable time, thereby maintaining a _ balance 
between the ductless glands. 

Schoenberg finds that unfavorable results re- 
ported in the treatment of fibroids by irradiation 
show that only a small percentage can be classi- 
fied as complete cures. The majority of cures 
were only symptomatic. The danger of late 
appearing lesions must be borne in mind. 

Runge expresses the fear of injuring the 
parenchyma of the ovary in young women, 
thereby producing defective ova which if im- 
pregnated might result in giving rise to mon- 
strosities and imperfectly developed individuals. 

Frank has had good results in the X-ray 
treatment of menorrhagias of puberty and the 
climacteric. At puberty considerable doses were 
given atintervals to allow an occasional menstrua- 
tion to occur. The treatment was discontinued 
when the menstruation became scant and infre- 
quent. 

Kupferberg believes that the X-rays should be 
preferred to all other forms of treatment in 
myopathias because, “it is absolutely without 
danger and does not produce the unpleasant 
by-effects of operation.” He does not favor the 
general use of the X-rays in myomata, excluding 
those that are submucous, pedunculated, sub- 
serous, and those that are undergoing malignant 
degeneration or are accompanied by an ichorous 
discharge. 

Kroenig, in summing up the indications for 
roentgen treatment of myomata of the uterus, 
says that the X-rays are indicated in all fibroids 
occurring after forty years of age; that in these 
cases irradiation is preferable to surgery because 
it causes no deaths and can be used safely in cases 
weakened from loss of blood and suffering from 
weakened hearts. He recognizes the disadvantages 
of greater expense and longer time in treatment. 
In younger women he prefers operation. He 
mentions the fact that the uncertainty of diag- 
nosis is an embarrassment to the use of the X-rays. 
Reference is also made to ovarian cysts, carci- 
noma, sarcoma, etc. 

Weitzel says that if a wrong diagnosis can be 
avoided, if patients with irregular haemorrhages 
are subjected to a diagnostic curettage before the 
beginning of X-ray treatment, and if the patients 


are continuously kept under careful supervision 
during the treatment, then a complete cure, in a 
clinical sense, may be obtained by the X-ray 
treatment in cases of myomata and hemorrhagic 
myopathia without danger to the patient. 

Mueller recommends that two or three irradia- 
tions be given after the hemorrhages have ceased 
in myomata and fibrosis uteri. His opinion is 
based upon observations in a case in which the 
bleeding recurred in six months and an operation 
was performed at the request of the patient. The 
cause of the recurrent bleeding was found to be 
the remains of functionating ovarian tissue. 

It has been frequently observed that the first 
series of exposures are liable to result in an in- 
crease in the hemorrhages, hence the advice of 
Pfahler to enjoin rest after the first series of ap- 
plications of the X-rays in treating very anzemic 
patients. Pfahler makes three to nine applica- 
tions on successive days to be followed by a 
period of rest for one month before repeating the 
series. If the hemorrhages are not controlled by 
the completion of three series the treatments are 
abandoned. 

Stern rarely failed in controlling the hzmor- 
rhages but found great variation in his results 
as to the number of applications required. 

Mohr applied the X-rays in 354 cases of myo- 
pathic hemorrhages and obtained desired relief 
in 46.8 per cent and improvement in 11.8 per cent. 
In six of these cases there were severe hemor- 
rhages at the beginning of the treatment and 
later complete relief. Clark, in commenting upon 
the statistics of Mohr, says that it is surprising 
to note that the percentage, both of cures and 
improvements, in the myopathia cases, i.e., those 
suffering from uterine hemorrhages of indeter- 
minable origin, is distinctly lower than in the 
myoma cases, since it is particularly in the 
former field that X-ray therapy is generally be- 
lieved to find its most important application. 

Loose recommends the application of the 
X-rays to the ovaries in the essential hemorrhages 
of virgins. 

Langes treated thirty-nine cases of myopathic 
hemorrhage from the uterus with the X-ray, 
with the result that six cases remained unchanged 
and one aggravated. With improved technique 
he has had no failures. 

Pfahler records the advantages and disad- 
vantages of the X-ray in the treatment of uterine 
fibroids as follows: 

The advantages are: 

1. It is painless. 

2. It avoids the shock of an operation. 

3. It preserves to a certain extent, we believe, 


| 




















FINDLEY: UTERINE HA MORRHAGE 


the internal secretion which is lost in a complete 
oophorectomy. 

4. It does not interrupt the usual habits. 

5. Confinement in a hospital is avoided. 

6. In the hands of a skillful operator, it is with- 
out risk. 

7. The menopause is brought on gradually, 
when necessary. 

8. The amount of treatment can be graded to 
the needs of the patient. 

The disadvantages are: 

1. The prolonged course of the treatment that 
is usually necessary. 

2. There is danger to the overlying tissues if 
the rays are not properly applied. 

3. It has been claimed to be more expensive 
than operation. 

Gustav Zinke expresses the opinion that, “the 
administration of the roentgen rays is limited to 
those cases in which extirpation of the tumor, or 
of the uterus, is inadvisable and relief from 
hemorrhage or other symptoms alone is sought.” 
This view is shared by a host of clinicians in 
England and America. 


EFFECT OF X-RAYS ON THE OVARIES 

Lacassagne has published a thesis on the effect 
of the X-rays upon the ovaries, which throws 
light upon the effect of the rays upon uterine 
fibroids and upon the question of sterility follow- 
ing upon the application of the rays to the ovaries. 

Degenerative changes were observed to take 
place in the ovaries a few hours after irradiation 
and these changes were completed within fifteen 
days with disappearance of the follicles. How- 
ever, sterilization was rarely complete because 
primary follicles remained. Regression of the 
interstitial glands was in evidence from the 
second to the third month, but by the fifth month 
there were evidences of new interstitial glands. 
New follicles began to grow by the sixth month 
in many instances. The sexual life of the animals 
was shortened and some of the animals were per- 
manently sterilized. It was found that to insure 
permanent sterilization the irradiation must be 
so strong as to risk the life of the animal. The 
conclusions drawn are that it is impossible to 
sterilize a woman by the X-rays, and that the 
effects on the fibroid are due to the destruction 
of corpora lutea and to direct action on the 
fibroid. 

Shoenberg believes the reduction in size of 
myomata to be primarily due to ovarian sclerosis. 
Calatayud says the blood supply to the tumor and 
uterus is lessened as a result of loss of ovarian 
function. Regand and Lacassagne conducted a 
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series of experiments on rabbits and concluded 
that the radiosensibility begins with the growth 
of the follicles and attains its maximum with full 
follicular maturity. With the development of the 
corpus luteum radiosensibility decreases marked- 
ly, and no alterations are observed in old follicles. 


ROENTGEN TECHNIQUE OF DEEP THERAPY 


Holden gives the following résumé of the Gauss 
technique: (1) The use of hard tubes—Walter 
6 to 8, Wehnelt, 9 to 10; (2) the use of a 
filter of aluminum; (3) the use of a circuit 
breaker in the primary current so that 100 to 120 
impulses per minute may be delivered to the tube; 
(4) the division of the skin over the site of the 
disease into small areas 2 cm. square and the 
treating of each area separately and only once 
in a series; (5) the administration on each area 
of skin 15 X or one and one-half times the 
erythema dose; (6) a “‘cross-firing” of the rays so 
that the rays directed at different angles through 
different areas of skin converge at the site of the 
disease; (7) the directing of the rays toward 
the site of the disease from every angle from the 
front, back, sides, above, and below; and (8) the 
administration of the treatments in series. A 
series consists of 300 to 550 X administered on one 
or two days. This is followed by an interval of 
about 18 to 22 days, at the end of which time 
another series is administered. In myoma cases 
five to six series are commonly used. The bleed- 
ing is controlled within one month after the 
treatment is begun. 

Holden suggests that the duration of the treat- 
ment can be shortened by increasing the area of 
exposure. He further notes that the enormous 
dosage given by Gauss is liable to dangerously 
stimulate the treatment by men who do not 
measure their dosage of the X-ray. 


RADIUM AND MESOTHORIUM TREATMENT OF 
CANCER OF THE CERVIX 

Whatever doubts may exist in the minds of the 
profession respecting the curative effects of 
radium, mesothorium, and roentgen rays in 
cancer of the cervix, all will agree that in the 
control of hemorrhage these agencies, rightly 
applied, can not be too highly extolled. Their 
application should be confined to inoperable and 
recurrent cases. In such cases the progress of 
the disease may be stayed, the hemorrhages con- 
trolled, pain and offensive discharges relieved. 

A report of the London Radium Institute in 1914, 
has the following to say of carcinoma of the uterus: 

“Uterine cancer continues to yield most grati- 
fying results, and the effects of radium treatment 
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in operable cases are far in advance of those 
obtained by any other known medical or surgical 
methods. The local manifestations of the disease 
are benefited in the most striking fashion, and the 
complete disappearance of fungating growth, 
arrest of hemorrhage and discharge, healing 
of ulceration, and relief from pain are phenomena 
of frequent occurrence. In favorable cases, 
moreover, the treatment appears to exert a dis- 
tinctly retarding influence on the dissemination of 
deposits, and thus to arrest the progress of the 
disease. It is not possible, however, to speak of 
cure even in these latter instances. 

“The routine treatment consists of thirty 
hours’ exposure five days, six hours a day, to a 
100-mg. tube screened with 2 mm. of lead and 
3 mm. of rubber applied per vaginam, supple- 
mented by a plate of 70 to 100 mg. activity 
screened in similar fashion and applied over the 
pubes. In this way a powerful and effective 
cross-fire irradiation of the affected parts is 
obtained. 

“Small isolated nodules in the vaginal walls, 
recurrent after hysterectomy and inoperable, 
respond very well to treatment with large doses 
heavily screened, and not infrequently cease to 
grow, contract, and become replaced by fibrous 
tissue. 

“Great care must be exercised in the treatment 
of recurrences which make their appearance 
within six months of the performance of a Wert- 
heim operation. The functions of the trophic 
nerves seem often to be impaired seriously by the 
extensive and elaborate dissection which is 
associated with this method of hysterectomy, and 
for this reason the amount of radium used should 
be small, not exceeding 50 mg., the screening 
not less than twenty-four hours spread over four 
or five days. Unless these precautions be ob- 
served a severe and extensive destructive reac- 
tion may follow the application of radium. In 
all cases in which radium is applied within the 
vagina, the patient should be instructed to douche 
freely night and morning for at least six weeks 
after the termination of the treatment, as unless 
this be done an adhesive vaginitis not infrequently 
occurs. In some extremely susceptible subjects 
a transient proctitis has been noted to follow upon 
intravaginal treatment.” 

Summ and Voigt give alternating treatments 
with mesothorium (150 to 300 mg. for ro to 12 
hours) and X-rays (sitting for one hour on alter- 
nating days). With this treatment there were 
apparent cures in 13 cases of cancer of the cervix. 
These treatments extended over a period of 19 to 
84 days. ° 
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Doederlein writes of having given several ap- 
plications of mesothorium (50 to 170 mg.) for 
twenty-four to forty-eight hours at a time to a 
patient who was so weakened from loss of blood 
that death was expected momentarily. The 
hemorrhages were entirely controlled and at the 
end of two months she returned to her home, and 
at the end of four months from the date of the 
first irradiation she was apparently in perfect 
health. 

The general tendency of workers in the field of 
radiotherapy is toward an increase in dosage. 
Schauta started with 10 to 25 mg. of radium and 
is now using as.much as 100 mg. for a period of 
eight days. He says, however, that such intensive 
doses are not always well borne, and he prefers, 
for the average case, 40 to 50 mg. applied for 
five days at a time for three applications. Such 
heroic treatments are not required for relief from 
heemorrhages. 

Schauta, in a later communication, records a 
revision of his technique. He now gives 5 to 8 
exposures of twelve hours each at intervals of one 
to several days. Then follows an interval of 
one or three weeks when a second series of shorter 
duration is given. 

Degrais and Bellot have not failed to relieve 
haemorrhages from cancer of the uterus by radium 
even in far advanced cases. 

Kassogledoff does not believe irradiations are 
suitable for advanced cases of cancer of the cervix 
because of the danger of septic necrosis and 
septicemia. He recommends the combination 
of radium and roentgen rays. When the treat- 
ments are sufficiently intense, marked improve- 
ment is obtained and in some cases there is 
clinical recovery with disappearance of all symp- 
toms. 


RADIUM TREATMENT OF MYOMATA 


Robert Abbe gives unqualified endorsement of 
radium in the treatment of uterine fibroids caus- 
ing hemorrhage. He says: “It is a pleasure to 
add an agent so simple and powerful as radium 
for the control of this serious malady. But best 
of all is the demonstrated greater effect of its 
reducing power and frequent cure of the tumor 
itself. It is quite possible that when the exact 
dosage of radium and its best method of applica- 
tion can be certified, it will be found to be a 
uniformly curative agent for fibroid tumors. ’’ 

Abbe refers to radium treatment as a boon 
where the patient is suffering from grave anemia. 
According to the author it is the y-rays that are 
the deep penetrating force, but these rays do not 
in themselves effect the repression of the tumor 
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cells. This is effected solely by the B-rays, which 
are generated in the tissues through the impact 
of y-rays with the tissues through which they 
pass. Abbe credits the 8-rays with an intense 
local effect upon the bleeding endometrium. This 
effect is the creation of a vascular blockade lymph 
infiltration, and cell retrogradation, followed by 
restoration to healthy condition. Abbe inserts 
into the cavity of the uterus a smooth, long glass 
radium tube containing 50 mg. radium element. 
This tube is removed at the end of two and a half 
hours. Four days later a second tube of roo mg. 
is inserted for a period of two hours. With added 
experience he finds increased confidence in the 
use of large doses and less frequent application. 
He thinks it wiser to effect slow reduction of the 
tumor where it is desired to preserve the child- 
bearing function. Radium, says Abbe, is the 
procedure of choice in all cases except peduncu- 
lated fibroids, 

Nahmacher finds better results in the use of 
radium in myomata and myopathias than in the 
X-rays. In the first four years he had irradiated 
14 myomata, two of which extended to the 
umbilicus. In to cases amenorrhoea was induced 
and in two cases oligomenorrhoea. Two of the 
myomata were very large and were subsequently 
removed. The control of bleeding and the de- 
crease in the size of the tumers were more rapidly 
accomplished by radium than would have been 
possible by the application of the X-rays. 

Howard Kelly, in a report of the treatment of 
thirty-six cases of fibroid tumors with radium, 
found the indications for treatment “in a sur- 
prising number of cases,’ to be hemorrhage, 
either menstrual or intermenstrual. Thirty-five 
of the thirty-six cases showed marked reduction 
in the size of the tumor within two to eighteen 
months. Kelly affirms that in all cases the radium 
can be depended upon to bring about complete 
amenorrhcea. In the one case of the series, in 
which the tumor was not reduced in size, complete 
amenorrhcea was secured. In four instances the 
patients were young and to avoid bringing about 
complete amenorrhoea smaller doses were given. 

Kelly finds the ideal dose to be 0.5 gram in- 
serted into the cavity of the uterus for two hours. 
The effect upon the menstrual functions will 
depend upon the amount of radium, the size of 
the tumor, the position of the ovaries, and the 
time of exposure to a given amount of radium. 

The discomforts of the procedure have been 
reduced by giving large doses for a brief period. 
Where small doses are given over a long period 
(25 mg. for 16 hours) the discomfort may persist 
for several weeks. 
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Kelly believes that with increased experience 
and improved technique, radium will be made to 
control all hemorrhages due to fibroids of the 
uterus and in most instances (9 out of ro) it will 
obliterate tumors. Where patients are too weak 
and anemic for dilatation of the cervix, they may 
be treated exclusively through the abdomen. 

Kelly and Burnham believe that the roentgen 
rays and radium act directly upon the fibroid 
tumor by producing endo-arteritis, thereby 
diminishing the blood supply of the tumor by way 
of the nutrient blood-vessels. They argue that 
the general opinion entertained that these agen- 
cies operate upon the tumor indirectly by pro- 
ducing follicular atrophy of the ovaries is ques- 
tionable, for the reason that many fibroids grow 
after the menopause and after the removal of 
both ovaries and that tumors show regression 
in size when treated after the menopause. 
Furthermore, fibroid tumors have been observed 
to decrease in size without lessening the menstrual 
flow. Kelly and Burnham conclude that there is a 
specific and direct action of the rays on the tumor 
itself. The authors affirm that radium has the 
advantage over the X-rays in being more simple 
in application, more rapid in its effects, and in 
acting with greater intensity upon the uterus than 
upon the ovaries, thereby offering the possibility 
of doing away with the fibroid without destroying 
the function of the ovaries. 
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Furniss, H. D.: 
operative Ureteral Fistula. Am. J. 
N. Y., 1915, xxii, 837. 


Some Observations upon Post- 
Obst., 


The author believes that the greatest number of 
ligated and severed ureters occur in hysterectomies 
for uterine fibroids. Since extensive operation 
for carcinoma has come into more general use there 
has been an increase in the number of ureterovaginal 
fistula. In this operation the injury is more often 
due to temporary clamping of the ureter which 
is later followed by necrosis and sloughing. Samp- 
son has stated that prolonged tying of the ureter is 
less dangerous than temporary clamping, and this 
statement has been proved by clinical experiments. 

Most fistulae result from necrosis of the ureter, 
due to too rough handling, too extensive dissec- 
tion, or to temporary clamping. In all of these 
ureteral fistula, there is a marked inflammatory 
infiltration around the end of the ureter, and this is 
to be remembered in operating. In the beginning 
it is so great that the repair of the abdominal 
fistula by another anastomosis has little chance of 
success. 

In the incomplete variety, especially when only 


a small spot on the ureteral wall has been injured, 
there is not so great a likelihood of the ureter be- 
coming obstructed and for this reason the function 
of the kidney is not impaired. The majority of 
these close spontaneously. After the lapse of four 
months with no improvement there is little hope of 
the fistula closing of itself. 

In the complete type, narrowing of the tract 
occurs, with consequent obstruction to the urinary 
flow. This causes back pressure with consequent 
dilatation of the renal pelvis and the calices, and 
pressure atrophy of the renal parenchyma. Usually 
there is added infection which hastens the de- 
struction of the kidney function. 

The proper care of ureteral fistula depends upon 
a knowledge of the natural history, a careful study 
of all the conditions, and selection of the treatment 
that will give good results. The author believes 
that we risk too much in saving kidneys that are 
of no functional value. It is useless and unwise to 
attempt ureterovesical anastomosis in cases where 
there is serious renal damage. The operation is 
attended with more risk than nephrectomy and, 
should success follow, the drainage into the bladder 
from an infected kidney is of itself harmful. 

C. H. Davis. 


SURGERY OF THE HEAD AND NECK 


HEAD 


Miers, E. M.: Common Head Injuries. 
Surg., 1915, XXix, 399. 

Emphasis is put upon the importance of early 
diagnosis in cases of head injuries. Miers believes 
when the pressure is sufficient to cause an anemia 
of the brain-cells, lasting for twelve minutes or 
more, the cells will not regenerate; and when brain 
tissue is torn or diseased it never heals. Skull 
fractures, regardless of their innocent appearances, 
should be carefully watched, especially those of the 
puncture variety. Mortality of fractures at the 
base is extremely high. Diagnosis of fracture of 
the vault may offer difficulty, and must be sought 
in the symptoms, especially of intracranial or ex- 
tracranial bleeding, either free or into the tissues. 

Concussion, contusion, and compression are 


Am. J. 


so closely related that it.is hard to say where one 
begins and the other ends. Blood-pressure often 
gives a direct clue to cranial injuries. 

Treatment must be very prompt if at all. In 
case of hemorrhage from the middle meningeal 
artery, a ligation of the external carotid may be 
quickly performed. The treatment of the vault 
means the correction of the cerebral complications. 
In fracture of the base the reverse holds true. Here 
rest, quietude, and ice-caps are advisable with seda- 
tives for great restlessness; free movements of the 
bowels with salines; nose and ears to be swabbed 
out with antiseptic, not washed and plugged with 
sterile cotton. In compression the cause should be 
removed. He believes lumbar puncture for the 
relief of pressure is dangerous. Venesection should 
be resorted to in order to lower blood-pressure and 
delete the brain. E. C. RosirsHEk. 
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Mackee, G. M., and Remer, J.: The X-Ray Treat- 
ment of Ringworm of the Scalp. Med. Rec., 
1915, Ixxxviii, 217. 

The authors present an elaborate and well- 
illustrated article on the roentgen treatment of 
ringworm of the scalp. They point out that the 
older methods of treatment are inefficient; and that 
while in European clinics the method of X-ray 
treatment has become general since it was introduced 
by Sabouraud and Noiré in 1904, yet it is only with- 
in the past few years that American radiologists 
have entered this field. Even now there are com- 
paratively few such clinics in America; and even in 
many of them the treatment of ringworm is un- 
satisfactory because the technique has not been 
modernized. 

In general there are two methods of employing 
the X-ray in this disease; viz., the divided dose and 
the massive or intensive dose. In general, the 
latter method is that employed in Europe, but in 
this country it is employed to a limited extent only; 
the unscientific—divided dose—method being more 
generally used. The objections to this method are 
that it precludes accurate direct measurement and 
cannot be employed to produce a defluvium of the 
whole scalp, at least not without danger to the pa- 
tient. Its use in united areas is objectionable, in 
that loosened diseased hairs are scattered over the 
scalp, producing fresh areas of disease. 

The basis of X-ray treatment in tinea tonsurans 
is its ability to cause a defluvium—to make the hair 
fall out. The X-ray does not have a destructive 
effect on the fungus though it may perhaps modify 
the soil on which it grows. ‘The spores are removed 
with the hair, any that remain being destroyed by 
antiparasitic remedies while the hair is regrowing, 
which usually is effected within three months. 

The authors give a detailed description of the 
technique followed at Fordyce’s clinic in New York, 
which they say is essentially similar to that of the 
leading European clinics. The principal points in 
this technique are: (1) The hair is cut short. 
(2) Epilating doses are applied at five determined 
points of the scalp, the face, ears, and neck being 
protected. (3) The dosage must be measured ac- 
curately with a reliable radiometer. The authors 
rely upon either a Holzknecht or a Corbett radi- 
ometer. The quality of the X-ray is determined by 
some reliable penetrometer, such as the Benoist, 
aided by indirect methods, milliamperemeter, etc. 
(4) Hard rays, never less than No. 8 of the Benoist 
scale, are used, as soft rays generally give poor re- 
sults. (5) The patient’s head must not be allowed 
to move much during the exposure. 

The hair falls out in about 3 weeks and begins to 
regrow in about 3 months. Hots E. Porter. 


Lange, S.: Sarcoma of the Upper Jaw Symp- 
tomatically Cured by the X-Ray. Lancet-Clin., 
1915, CXiv, 417. 

The author reports a case of sarcoma of the upper 
jaw of ten months’ duration in a negro cured after 
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twelve X-ray treatments. Deep treatments with 
the Coolidge tube were begun April 1 at intervals of 
two weeks. Improvement was prompt and con- 
tinuous, and by August 1 he was discharged, all 
visible and palpable evidence of the tumor having 
disappeared. 

Lange thinks that in desperate cases it is justifi- 
able to push the treatment until a dermatitis 
appears in order to give the patient the fullest bene- 
fit. Hous E. Porter. 


Lannois and Patel: Obliteration of the Lateral 
Sinus as a Method of Venous Hemostasis in 
Injuries in the Upper Cervical Region (De 
Voblitération du sinus latéral comme procédé 
d’hémostase veineuse dans les blessures de guerre 
de la région cervicale supérieure). Lyon chir., 
1915, Xll, 513. 

Injuries in the upper cervical region are very 
dangerous because of the copious hemorrhage that 
is apt to occur in any attempt at operation. Ar- 
terial hemorrhage may be controlled by ligation of 
the arteries, but the internal jugular cannot be 
ligated for the control of venous hemorrhage. 
The authors have found that it is possible to ac- 
complish this result by obliterating the lateral sinus. 
It may be approached either by the mastoid or 
retromastoid route. The sinus is punctured and 
then tamponed with gauze. The gauze can be re- 
moved on the twelfth day. No harm results from 
the obliteration of the sinus and hemorrhage is 
effectively controlled. 

The authors have applied the above method in 
12 cases: 4 of extraction of projectiles at the base 
of the brain, 4 of diffuse carotid aneurism, 1 of 
arteriovenous aneurism of the internal carotid and 
internal jugular, and 3 of severe injuries of the 
neck with involvement of the blood-vessels. 

A. Goss. 


Hubeny, M. J.: Roentgenology of the Skull. 
Illinois M. J., 1915, xxviii, 358. 


The author believes that roentgenology of the 
skull is a field of distinct diagnostic value and in 
his opinion it is not used as frequently as it should 
be. It should be considered as a concomitant of the 
other measures of procedure. 

The subject divides itself into three parts. The 
first deals with the size, form, and structure of the 
skull, also the varieties of skulls. The second 
division includes developmental errors and structural 
changes of the bone following inflammations and 
new-growths. 

The third division deals especially with the 
pathological conditions of the brain that produce 
characteristic changes, especially signs of pressure, 
as indicated in brain tumor, epilepsy, migraine, 
and psychoses. 

Hubeny considers these three divisions in detail 
and shows the conclusions that may be deduced 
from the roentgenologic examinations. 

Hous E. Porter. 
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Estor, E.: Repair of the Skull After Trephining 
(Réparation tardive des pertes osseuses de la 
voute cranienne consécutives 4 la trépanation). 
Bull. et mém. Soc. de chir. de Par., 1915, xli, 2369. 


Estor gives the histories of 11 cases in which he 
repaired the opening left in the skull after trephining 
with gold plate. He used gold because it does not 
undergo any change. The operation was performed 
about two months after the trephining, after all 
signs of suppuration and inflammation had dis- 
appeared. After the most careful disinfection a 
flap of scalp was laid back, and a mold taken of the 
orifice. A piece of gold a quarter of a millimeter 
thick was then cut the same shape and size, two 
little projections being left to fit in between the 
tables of the skull; these projections are pushed in 
without difficulty and serve to hold the plate in 
place, and the soft parts are sutured over the plate. 
The results were excellent in 10 of the 11 cases; one 
patient died of brain abscess. ‘There were signs of 
aphasia before the operation and they grew worse 
the next day. Estor does not know whether the 
infection was introduced at the operation or whether 
a latent abscess was simply reawakened. In all 
the other cases the patients were rendered much 
more comfortable and there was no longer any 
prolapse of the brain when they coughed or made 
any effort, as there had been before. A. Goss. 


Manasse, P.: Treatment of Brain Abscess (Zur 
Therapic des Hirnabszesses). Muenchen. med. 
Wehnschr., 1915, \xii, 1475. 


Much can be done to prevent brain abscess by 
careful treatment of all head wounds. They should 
be opened up thoroughly and examined and any 
foreign bodies removed. The wound should then 
be filled with loose gauze and left open. Skull 
wounds should never be sutured, as there are al- 
most certain to be late complications if they are. 
Subdural hamatomata should be treated con- 
servatively; an intact dura should not be opened 
unless there are urgent symptoms. If a brain 
abscess forms in spite of these precautions it should 
be opened up freely and the pus drained out, care 
being taken to reach all pockets and _ recesses. 
Drainage should be provided with loose gauze; 
never with rubber or glass tubes. ‘The first dress- 
ing should be left two or three days and after that 
the wound dressed daily. Each time the pus 
should be carefully but thoroughly sponged out. 
The patient must be placed in the best position for 
free drainage. He must be watched for any 
symptoms of retention of pus, such as fever, vomit- 
ing, headache, or localizing symptoms. If they 
develop the cavity must be palpated carefully with 
the finger to discover any recesses. 

Sometimes secondary abscesses form in a 
prolapse; if so they must be opened up and if neces- 
sary the prolapsed part removed; if the prolapse 
shows no reaction it should be treated conservatively 
until it can be restored. If a fistula forms into the 
ventricle it generally results in basal meningitis 
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and death. The abscess cavity granulates very 
slowly so that the patients have to remain under 
treatment for months, and they should still be kept 
under observation after complete healing, for they 
are very subject to later diseases of the brain. For 
this reason the author does not believe in plastic 
closure of gaps in the skull. He has treated 11 pa- 
tients with brain abscess in a military hospital and 
21 in Strassburg. Of the first group 5 recovered and 
6 died, and of the second 5 recovered, 4 died, and 12 
are yet under treatment. In his five months’ 
work in Strassburg Manasse had 265 cases of gun- 
shot wounds of the head, in which 21 cases of brain 
abscess developed. A. Goss. 
Barany, R.: Open and Closed Treatment of Gun- 
shot Wounds of the Brain (Die offene und 
geschlossene Behandlung der Schussverletzungen 
des Gehirns). Beitr. z. klin. Chir., 1915, xcvii, 397. 


B&rany treated 60 cases of gunshot injury of the 
brain at a hospital in Przemysl, where he had an 
opportunity to observe them throughout the course 
of the injury. In all cases he cut away the bone 
until 0.5 cm. of the dura was exposed, and then 
carefully removed fragments of bone and foreign 
bodies. In the first 39 cases he left the wounds 
open, draining with gutta-percha strips, which he 
found to be the best for the purpose. He had 8 
recoveries and 31 deaths, or 20.5 per cent recoveries. 
However, 5 of the cases were in almost a dying con- 
dition when admitted, and subtracting these it 
gives 23.6 per cent recoveries. 

After having seen some cases in which bullets had 
passed entirely through the brain and in which the 
patients had recovered without infection, it oc- 
curred to Bérfny that bullet wounds of the brain 
might not necessarily be infected primarily, and 
if they are non-infected closed treatment is indicated 
to prevent secondary infection. In accordance 
with this idea he operated on 21 cases as before and 
sutured the wounds at once in 14 of the cases; the 
other 7 cases were complicated by injuries of the 
eye and nasal sinuses. Of the 14 cases 4 died, but 
they were in a hopeless condition when admitted. 
The other 10 recovered, and in 7 of these cases the 
wounds were so severe that he believes they would 
not have recovered under open treatment. He 
thinks the majority of cases that can be treated 
within 24 hours after the injury are not infected, and 
that the wounds should be sutured, thus preventing 
secondary infection. Of course if they are already so 
severely infected that abscess has developed they 
should be left open and drained. A. Goss. 


Jeger, E.: Plastic Closure of the Dura with Fascia 
in Gunshot Wounds of the Brain (Ueber 
primaere Fascienplastik bei Schussverletzungen der 
Dura). Beitr. z. klin. Chir., 1915, xcvii, 418. 


Jeger was a co-worker with B4rany in his work 
on gunshot injuries of the brain, and agrees fully 
with the latter’s conclusions in regard to the supe- 
riority of closed treatment in such wounds. He 
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thinks the good results may be due to the fact 
that the brain is placed under better physiological 
conditions when the wound is closed, and so is 
better able to resist any infection that may have 
taken place. As a further step in the closure of 
such wounds he replaced the defect in the dura with 
fascia in three cases, the details of which are given. 
The fascia prevents adhesions between the brain 
and skull, and the later results of such adhesions, 
as fistula and brain prolapse. Moreover the physio- 
logical conditions are more completely restored 
when the brain is enveloped in all its coverings, 
and the fascia offers a still further protection 
against infection from outside. It also makes it 
possible to perform a secondary operation to re- 
pair the skull without exposing the brain. The 
fascia also has a hemostatic action that furthers 
recovery. 

Jeger has thus far performed the above operation 
only in cases where there was such a large defect in 
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Pfahler, G. E.: Deep Roentgentherapy in the Post- 
operative Treatment of Carcinoma of the 
Breast. Jnterst. M. J., 1915, xxii, 1018. 


Pfahler’s aim is to impress upon the surgeon and 
the general practitioner the importance of using 
roentgentherapy in combating carcinoma of the 
breast, even in the earliest cases, and to outline what 
he believes to be the most valuable technique for 
post-operative treatment. 

There is a tendency to recurrence, according to 
the author’s experience, in breast carcinoma of 
from 20 to 25 per cent, even with the earliest opera- 
tion; and if there is glandular involvement there is 
recurrence in at least 75 per cent of the cases. The 
statistics of the Johns Hopkins Hospital indicate 
that only 27 per cent of the patients presenting them- 
selves for operation for carcinoma of the breast are 
free from axillary involvement. 

Pfahler estimates recurrence as likely to occur in 
61 per cent of the general run of operated cases and 
that to this 61 per cent the post-operative roentgen 
treatment offers a chance of recovery. In fact he 
thinks that with this treatment the number of cures 
in more or less advanced cases can be doubled. 

In cases that are inoperable, roentgen treatment 
should be given at once, for even in these some 
can be cured, and all can be made more com- 
fortable. 

Regarding post-operative roentgentherapy in 
cases in which there is no glandular involvement 
the records show that the percentage of cures runs 
to 81 per cent and, if doubtful cases be excluded, 
even to 100 per cent. 

Better results are now obtained from thorough 
massive dose treatment by cross-firing through defi- 


the dura that there was danger of prolapse. The 
fascia is simply cut out and laid with its inner sur- 
face next the brain after the wound has been 
cleansed. The edges of the fascia are pushed quite 
a distance in between the dura and bone. Sutures 
are not necessary. Considerable fat was’ left on 
the fascia and this helped to fill in the gap in the 
bone. There was healing by first intention in all 
the cases. He believes that primary suture in 
brain wounds with plastic closure of the dura brings 
about quicker and more favorable results than open 
treatment. 

He also suggests as an operative possibility in 
inflammatory hydrocephalus externus a combination 
of a plastic operation on the dura, with the suturing 
of a piece of vein; one end under the fascia and the 
other in the external jugular, so as to drain off the 
fluid into the vein. He performed this operation in 
one case, but the patient was in too serious a con- 
dition to be saved. A. Goss. 


THE CHEST 


nite selected areas than from the older fractional 
dose methods. In general, treatment is given in 
from six to twelve different fields, such series of 
treatment being given in from one to two days and 
repeated at the end of three to four weeks until from 
three to six total series are given. 

When practicable the first treatment is given 
through the open wound, just as the surgeon finishes 
the operation and before the suturing is done. This 
has not been found to jeopardize the success of the 
operation nor to interfere with the healing. 

The dosage is twice the pastille dose of Sabouraud 
and Noiré and the rays are filtered through three 
millimeters of aluminum and one layer of sole leather. 

Hous E. Porter. 


Brunn, W. von: Treatment of Wounds of the 
Thorax (Zur Beurteilung und Behandlung der 
Brustscheusse). Deutsche med. Wchnschr., 1915, 
xli, 1331. 

Von Brunn has treated 83 gunshot wounds of 
the thorax, 9 of which were injuries of the wall 
only, but in the other 74 the lungs were also in- 
jured. Of the series 11 died, 6 of them being in 
a dying condition when admitted and the others 
having complicating wounds of other organs that 
caused death. In all cases there was haemothorax 
and in the beginning pneumothorax also. The 
pneumothorax was generally quickly absorbed. 
In 5 cases there was extensive emphysema of the 
skin, extending even to the finger tips; but this 
also disappeared spontaneously. 

Generally the clinical picture is very alarming at 
first. The face is pale and anxious, the lips blue, 
the breathing labored and interrupted by frequent 
coughing, the pulse rapid and small, and the pa- 
tient in a cold perspiration. 


Siaatas ETE 














GENERAL SURGERY — SURGERY OF THE CHEST 


Injuries of the left lung are much more serious 
than those of the right; perhaps because of pressure 
on the heart or because of pressure or traction on 
the large vessels. There were 8 cases of open 
pneumothorax. A few such cases have been suc- 
cessfully operated on. A better procedure is to 
close the wound with the contents of the first-aid 
dressing packet and fasten it on air-tight with 
adhesive plaster. 

The treatment of gunshot wounds of the thorax 
for the first two or three weeks should be strictly 
conservative. Morphine and rest are the most 
important points in treatment. Morphine has a 
really wonderful effect on the appearance of these 
severely wounded patients. As soon as the tem- 
perature indicates infection exploratory punctures 
are made; it does no harm, is valuable for diagnosis, 
and seems to have some therapeutic effect. Fre- 
quent puncture is preferable to operation in the 
early stages of infected pneumothorax, because of 
the danger of hemorrhage and collapse in operation. 

A. Goss. 


Otis, E. O.: Artificial Pheumothorax. Boston M. & 
S.J., 1915, clxxiii, 740. 


After Forlanini, the pioneer, Brauer of Hamburg 
is probably the best authority on artificial pneu- 
mothorax at the present time, and has done more to 
place it on a permanent basis than any other. 

In general, the accepted indications for pneumo- 
thorax are: (1) extensive unilateral, progressive, or 
chronic lesions which fail to respond to the ordinary 
treatment, or tuberculin; (2) recurrent or uncontroll- 
able hemoptysis, provided the lung from which the 
hemorrhage comes is known. ‘There is, however, a 
variance of opinion as to the applicability in incipient 
stages or last stages; some using it in the former 
when there appears to be no recuperative power or 
improvement under ordinary treatment, and others 
using it in the hopeless or doomed cases as a last 
resort. Nevertheless, there is no doubt that the 
unilateral case with practically no active involve- 
ment in the other lung and with a fair amount of 
resistance is the ideal situation. 

The possibility in every case of pleural shock, 
infection, gas embolism, subcutaneous emphysema, 
and circulatory disturbances must be borne in 
mind. 

The X-ray should be used both before and after 
artificial pneumothorax as a guide in every ap- 
plication. 

The apparatus should be as simple as the con- 
ditions will allow. It should have a good manome- 
ter, easily read, and an arrangement for regulat- 
ing the flow of gas, which must be steady. 

Otis concludes that while the scope of artificial 
pneumothorax has not yet been determined fully, 
yet it occupies an assured place in tuberculosis 
therapy. It must be remembered, that it should not, 
on the other hand, supersede the accepted modes of 
treatment; i.e., fresh air, rest, and good food. 

Puitirres M. CHASE. 
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Jacobaeus, H. C.: Intrapleural Operations with 
the Aid of the Thoracoscope (Endopleurale 
Operationen unter der Leitung des Thoraskops). 
Nord med. Ark., 1914, xlvii. No. 23. 


Jacobaeus describes his method of freeing pleural 
adhesions that otherwise interfere with the carrying 
out of artificial pneumothorax. By means of it he 
renders cases amenable to pneumothorax that would 
not otherwise be, and thus saves them from the 
much severer operation of rib resection. When an 
attempt is made at pneumothorax and it fails on 
account of adhesions he introduces the thoracoscope 
under local anesthesia through an_ intercostal 
space, and is thus enabled to get a direct view of 
the adhesions, which he then burns out with the 
galvanocautery. 

The author reviews the cases previously pub- 
lished by himself and Tidestroem in 1914, and gives 
the details of three new cases. In comparing what 
was found at operation with the adhesions shown in 
the roentgen picture he has found that the adhesions 
are generally more extensive and numerous than 
the roentgenogram shows them to be. Of course 
the technique demands a considerable amount of 
skill and practice, so the operation should be prac- 
ticed on animals before being performed on human 
beings. The great advantage of the operation is 
that the operator can see everything he is doing. 
No adhesions escape him as they might if he de- 
pended on the roentgen picture alone, and if there 
are any blood-vessels in the adhesions he can see and 
avoid them. The objection has been urged that 
the field of vision is too small, but Jacobaeus finds 
that this is not true after one is thoroughly familiar 
with the technique. A. Goss. 


Cotton, F. J.: Pneumodynamics of Empyema. 
Boston M. & S.J., 1915, clxxiii, 804. 


Pressure in the pleural cavity is changed from a 
negative to a positive pressure by the presence of 
fluid. When the chest is opened the pressure may 
become atmospheric or even negative if a valve 
action results at the openings. Many methods have 
been devised to allow a valve action at the site of 
the wound, allowing fluid to run out, but no air 
to enter. A moist dressing is the simplest. An 
ingenious suction apparatus is recommended by the 
author. A valve dressing made of rubber drawn 
over the edge of the drainage tube is also highly 
recommended. J. H. Skies. 


Lord, F. T.: The Medical Aspects of Empyema and 
Pulmonary Abscess. Boston M. & S. J., 1915, 
clxxiii, 798. 


As to whether the treatment of pleurisy with 
effusion should be medical or surgical depends upon 
the character of the fluid. Excluding all but the 
inflammatory fluids, an important matter to de- 
cide is whether the treatment should be by thora- 
centesis or by operation. 

It is generally agreed that clear serofibrinous 
fluid should be evacuated when there are pressure 
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symptoms, or when the fluid is large in amount, or 
when a medium amount of fluid has persisted for 
two to three weeks in spite of medical treatment. 
In these cases thoracentesis is the method of choice. 

Where the fluid is on the borderline between a 
serofibrinous and a purulent fluid it is sometimes 
difficult to decide as to the treatment indicated. 
Turbid fluids showing merely an excess of poly- 
nuclear leucocytes secondary to lobar pneumonia or 
due to the pneumococcus are relatively favorable 
for the thoracentesis. With abundant or necrotic 
leucocytes and positive cultures for pneumococci 
operation is usually necessary. Streptococcus in- 
fections usually demand operation. In the presence 
of large collections of pus in the pleural cavity in 
patients who are gravely ill, evacuation by thora- 
centesis may well be undertaken as a life-saving 
measure preliminary to operation. 

The etiology of lung abscess centers around a 
variety of factors. Bronchopneumonia and lobar 
pneumonia are prominent causes. In 85 cases of 
bronchopneumonia coming to autopsy abscesses 
showed in 16; and among 51 cases of lobar pneumonia 
14 cases showed abscess at autopsy. Aspiration of 
infected material during etherization, extraction of 
teeth, removal of tonsils, adenoids, the inhalation 
of foreign bodies, and submersion are all important 
factors. 

Lung abscesses are more often multiple than single 
and are usually near the periphery. The clinical 
symptoms are those of sepsis with usually some local 
findings. The local findings of greatest importance 
are: dullness or percussion, X-ray findings, and 
elastic tissue in the sputum. It is very necessary 
to exclude tuberculosis, usually easily done by re- 
peated sputum examinations. Exploratory punc- 
ture is deplored because of possible hemorrhage 
from unprotected vessels in the abscess cavity. 

Surgery offers the greatest hope but should not 
be applied carelessly. Careful localization of the 
abscess, usually augmented by the X-ray, is essential 
before the operation is undertaken. J. H. Skies. 


Lund, F. B.: The Treatment of Chronic Empyema. 
Boston M. & S.J., 1915, clxxiii, 808. 

The best treatment is prophylactic, that is, early 
drainage. Many operations have been devised to 
cure chronic empyema. Schede and O6estlander 
both practiced mutilating operations with some suc- 
cess. The decortication of de Lornee is accom- 
plished by excising portions of several ribs, stripping 
the thick fibrin covering from the surface of the 
lung and allowing the bleeding surface to become 
adherent to the chest wall, thus obliterating the 
empyema cavity. This operation has been success- 
ful in a fair proportion of cases. J. H. Skies. 


Massini, R.: Treatment of Acute Empyema (Ueber 
die Therapie des akuten Empyems). Therap. 
Monatsh., 1915, xxix, 592. 


Massini believes that the reason there is so much 
diversity of opinion as to the best method of treat- 
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ing empyema is that emphasis is laid on the imme- 
diate operation, while as a matter of fact by far the 
most important thing is the after-treatment; and 
as the cases vary greatly in their course this after- 
treatment must be strictly individualized. The pus 
is thickest in staphylococcus empyema, thinner in 
those caused by streptococci and pneumococci, and 
thinnest in the putrid empyema caused by anaerobic 
bacteria. It is the latter class of cases that affect 
the heart most, so that a rapid decrease in pressure 
is dangerous. 

He believes the best method of treatment is 
simple puncture with a trocar having an inner 
diameter of about 7 mm. The next day the drain- 
age tube is fastened to a water-jet pump for the 
purpose of aspiration drainage, a self-regulating 
manometer being interposed. If it is a simple 
empyema with only one cavity suppuration generally 
ceases in a few days, but some cases require weeks 
of treatment. If the flow stops it is generally be- 
cause the end of the drain inside the thorax is no 
longer in the secretion. In such cases it is well to 
disconnect the pump and irrigate with a 1:5,000 
solution of potassium permanganate, introduced 
1o to 20 ccm. at a time, and repeated till several 
hundred ccm. have been given, when the pump is 
reattached. Sometimes it is necessary to take 
the drain out and change it. The drain should not 
be removed too soon, as the wound may close up 
from the outside and cause absorption of pus. It 
is better to leave the drain in too long than to re- 
move it too soon. When not more than 5 ccm. of 
pus is discharged and the patients are free from 
fever they may get up. Breathing exercises should 
then be begun and continued with patience and 
perseverance. These exercises produce quite re- 
markable results, even in extreme cases; in one of 
his cases of extensive empyema with several pockets 
in which a fistula had persisted for a year, these 
exercises brought about almost as much expansion 
as on the normal side. These exercises also pre- 
vent secondary lung complications in later years. 
Roentgen examination at the beginning of and 
throughout the treatment is very important. 
The details are given of 17 cases that Massini has 
treated in this way, with recovery in all the cases of 
uncomplicated empyema; one patient died of 
bronchial carcinoma and three of pulmonary tuber- 
culosis. A. Goss. 


Tongu, Y.: Experimental Study of Transplanta- 
tion of the Thymus (Recherches ‘expérimentales 
sur la transplantation du thymus). Mitth. a d. 
med. Fak. d. k.~jap. Univ., Tokyo, 1915, xiv, 272. 
Tongu reviews the rather scanty literature on 
the subject and describes his own experiments on 
dogs and rabbits. He found that the most favor- 
able site for autoplastic transplantation was the 
peritoneal cavity, especially the mesentery. Thy- 
mus transplanted into the spleen, subcutaneously, 
into the abdominal muscles or under the peritoneum 
disappeared rapidly by absorption. Transplanted 
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thymus does not regenerate like other tissues, but 
atrophies more or less. This is particularly true 
of the medullary substance. Thymus removed by 
total thymectomy and transplanted autoplastically 
to the mesentery may persist for two months, but 
will be slightly atrophied. A plate is given showing 
the microscopic appearance of the transplanted 
thymus. A. Goss. 


TRACHEA AND LUNGS 


Whittemore, W.: Lung Abscess and Bronchiectasis 
from a Surgical Point of View. Boston M. & S. 
J., 1915, clxxiii, 811. 

The treatment of bronchiectasis is almost entirely 
medical. Rare cases where one lobe of the lung has 
become partially obliterated may be successfully 
treated by removal of the lobe. Injection of nitrogen 
gas into the pleural cavity has been tried with some 
success. 

The treatment of lung abscess is primarily 
surgical. Operation is best done in two stages to 
make sure of the walling off of the general pleural 
cavity by protective adhesions. Brilliant results 
are often obtained, using intratracheal ether for the 
anesthetic. J. H. SKILeEs. 


Oeri, F.: Three Cases of Extrapleural Pneumolysis 
and Filling by Baer’s Method (Drei Faelle von 
extrapleuraler Pneumolyse mit sofortiger Plom- 
bierung nach Baer). Cor.-Bl. f. schweiz. Aerzte, 
1915, xlv, 1364. 


The best method of accomplishing compression 
of the lung for the treatment of tuberculosis is by 
artificial pneumothorax, but there are a consider- 
able number of cases in which this is not applicable. 
For such cases Baer has proposed the method of 
extrapleural pneumolysis, followed by the injection 
of paraffin. A small hole is made over the diseased 
part of the lung by the partial resection of a rib. 
The lung together with both layers of the pleura is 
separated from the thoracic wall, the separation 
taking place between the costal pleura and the 
endothoracic fascia. The cavity wall is then 
pushed in so as to fill up the cavity, and the extra- 
pleural space thus formed is filled up with paraffin, 
which is of such consistency that it can be kneaded 
at body temperature; then the wound is closed. 

The advantages of this method over pneumo- 
thorax are that the exact degree of compression can 
be regulated; the diseased part alone can be com- 
pressed without affecting normal parts; it can be 
done in cases where adhesions prevent pneumo- 
thorax; and it does not have to be repeated as does 
pneumothorax. It is not nearly so trying on the 
patient as a thoracoplastic operation. Theoreti- 
cally the objection has been urged that there is 
danger in introducing a foreign substance into the 
thorax; but paraffin has practically been injected 
into all regions of the body without doing any harm. 
The results were good in all three of the cases which 
are described and illustrated in Oeri’s article, and 
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they were all cases in which attempts at artificial 
pneumothorax had been unsuccessful. 

The first patient was a young woman of 24, who 
for four years had had profuse expectoration, slight 
hemorrhage, and periods of fever, which persisted 
in spite of hospital and sanitarium treatment and 
which were caused by a cavity in the apex. Since 
the operation fifteen months ago she has been free 
from fever, able to work and almost free from ex- 
pectoration, except for a little while in the winter 
when she was somewhat worse. 

The second case was that of a young man of 22 
who had had pulmonary tuberculosis since the spring 
of 1909. A suppurating cavity was obliterated by 
the injection of paraffin and he is now free from the 
toxic symptoms due to the suppuration. There 
has been no advance in the tubercular process since 
the operation, twenty-one months ago. 

The third patient was a man of 27 who had 
hemorrhages, fever, and profuse expectoration. 
He is now free from all symptoms and able to work. 
No harm resulted from the injection of paraffin in 
any of the cases. A. Goss. 


Duval, P.: Extraction of Foreign Bodies from the 
Lungs (A propos de l’extraction des projectiles 
intrapulmonaires). Bull. et mém. soc. de chir. de 
Par., 1915, xli, 2137. 

Marion has reported 27 cases of extraction of 
foreign bodies from the lung and Duval has ex- 
tracted 14. Duval agrees with Marion that all 
foreign bodies should be extracted from the lung. 

All patients with foreign bodies in the lung have 
persistent local pain and dyspnoea which increases 
on effort to move. On radioscopic examination it 
is easy to see that the bullet is surrounded by an 
area of consolidation, whether or not this area is 
adherent to the thoracic wall; and even when the 
lung appears normal and is not adherent its expan- 
sion is less than that of the other lung. The mere 
presence of the foreign body decreases the general 
function of the organ. Radioscopic examination 
should be made, not only to localize the foreign body, 
but to determine the condition of the lung. Then 
the localization is made exact as to position and 
depth with a compass. 

Marion extracts the bullet with the finger and 
tampons the lung wound, instead of suturing it. 
Duval admits the advisability of this method when 
there are pleural adhesions, but when the lung is 
free he brings the lobe out of the thorax, in- 
cises down on the foreign body, removes it, sutures 
the lung wound, returns the lung in a normal 
condition to the thorax and aspirates the in- 
trapleural air by puncture. He holds that this 
does not create cicatricial tissue, as does tamponing, 
and it leaves the lung in better condition. It also 
obviates the necessity of refraining from operation 
when the bullet is deep in the lung. He had a case 
where it was shown to be between 8 and 10 cm. deep. 
By twisting the lobe around and opening it from 
the side instead of the front he had to go through 
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only 1 cm. of tissue. He describes three cases 
operated on in this way with ideal results. 
A. Goss. 


Mauclaire, P.: Removal of Fragment of Shell 
from the Lung (Ablation d’un gros éclat d’obus 
intrapulmonaire). Bull. et mém. Soc. de chir. de 
Par., 1915, xli, 2084. 


Mauclaire gives the history in detail of a case 
operated upon by Petit de la Villéon, and dis- 
cusses the indications for removing foreign bodies 
from the lungs. He concludes that they should be 
removed if they are causing any trouble, such as 
pain on respiration, difficulty in breathing, repeated 
hemoptysis, or signs of abscess. He would not ad- 
vise operation if the projectile is more than 7 cm. 
deep in the lung. 

Operation is a much less serious matter since 
radioscopy has made it possible to locate the pro- 
jectile exactly. After having located it, an incision 
should be made parallel to the rib, the rib resected, 
the lung sutured to the wound, the pleura incised, 
and the lung explored until the body is found and 
removed. The lung wound is not sutured. The 
operation can be performed in a very few minutes 
and is not difficult. 

Another possible method of extraction is with the 
electrovibrator. The functional results are good. 
No fatalities from the operation have been reported, 





INTERNATIONAL ABSTRACT OF SURGERY 


though there is a possibility of profuse hemorrhage 
or syncope. 

Mauclaire has failed only twice. In one case he 
found the projectile was between 8 and g cm. deep 
and gave up the attempt to remove it. In the 
other, the patient was not bearing the chloroform 
well and the operation was abandoned. A. Goss. 


Head, G. D.: Gangrene of the Lung. Am. J. M. 
Sc., 1915, cl, 7a0. 

The diagnosis of gangrene of the lung is almost 
always made on the characteristic appearance and 
odor of the sputum. Where the characteristic 
odor and appearance of the sputum are absent the 
diagnosis is usually made at autopsy. In the 
present case the diagnosis was made by the aspirat- 
ing needle. 

The case in question was a typhoid patient with 
signs of dullness, distant breath sounds, and a few 
rales over the right lower lobe posteriorly. The 
findings were supposed to signify a tuberculosis 
focus or an unresolved pneumonia. On introducing 
an aspirating needle a brown, foul material was with- 
drawn. Microscopically this fluid showed many 
leucocytes and epithelial cells undergoing fatty 
degeneration, and also much blood pigment. On 
these findings gangrene was diagnosed and operation 
performed. The patient died and the autopsy con- 
firmed the diagnosis. J. H. Sxives. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Laewen, A.: Pathology and Operative Treatment 
of Gunshot Injuries of the Abdomen (Er- 
fahrungen zur Pathologie und operativen Be- 
handlung der Bauchschussverletzungen). Muen- 
chen. med. Wchnschr., 1915, \xii, 1331. 

The author reports his experience in a well- 
appointed hospital on the western front, where he 
was able to operate on his patients on an average 
five and one-half hours after the wound was received. 
He operated on one case 24 hours after the injury 
and had recovery in 2 cases, one of which was op- 
erated upon ro hours, and the other 13 hours, after 
the injury. In 54 operations he had 27 recoveries, 
or 50 per cent. He has never made a mistake in 
the differential diagnosis between an intra-abdom- 
inal injury and one merely of the wall. He advises 
leaving the patients two hours without morphine; 
if there is intraperitoneal injury they will within that 
time develop some of the signs: vomiting, rigidity 
of the abdominal walls, or rapid pulse. 

There is generally no shock after abdominal in- 
juries and Laewen describes a number of cases in 
which the patients had run considerable distances 
after being shot and climbed into the trenches. 

He operated on most of his cases under a combina- 
tion of local anesthesia of the abdominal wall and 
morphine-chloroform-ether anesthesia. After he 


had lost two cases from aspiration of stomach con- 
tents under anesthesia he adopted the plan of 
pumping out the stomach contents before operating. 
He made large incisions so as to examine the whole 
contents of the abdomen. Whenever possible he 
closed the wounds in the intestine with several 
series of silk sutures. He found it necessary to 
resect the intestine in only 3 cases. He painted the 
intestine with tincture of iodine before suturing. 
He tamponed wounds of the liver and in 2 cases 
closed injuries of the gall-bladder with a double row 
of silk sutures. The spleen was extirpated in 1 
case and sutured in 2; all 3 recovered. The blood 
was always sponged out of the pelvis, but the ab- 
dominal cavity was not irrigated; not because he 
objects to abdominal irrigation on principle but 
because he could not always have sterile salt solu- 
tion. He generally drained through the pelvis with 
one or two drains. He avoided buried sutures so 
far as possible in suturing the abdominal wound. 
Most of the deaths were due to the fact that the 
injuries were extensive or that the patients had 
lost a great deal of blood. Recovery was without 
complication in about half the cases. Intestinal 
function was regained with remarkable rapidity, 
generally in about three days. It was not neces- 
sary to transport his patients soon, which is an im- 
portant factor in recovery. A. Goss. 
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Quénu, E.: Treatment of Gunshot Wounds of 
the Abdomen (Note sur le traitement des plaies 
de Vabdomen par projectiles de guerre). Bull. 
Acad. de méd., Par., 1915, Ixxiv, 466. 


Quénu points out the impossibility of deciding 
the question of operative or conservative treat- 
ment in abdominal injuries from the statistics that 
are available, because they are prepared under 
such different conditions. For instance, the statis- 
tics given in reference to conservative treatment 
show a mortality of from 33 to roo per cent. The 
figures would have to be passed upon by a society of 
competent surgeons in order to be of any value. 

It occurred to Quénu to try to decide the question 
from the comparative number of men who had been 
sent home after the different methods of treatment. 
He collected reports of 62 cases which had been sent 
home. Only 9 of these had been operated upon, 
leaving 53 treated conservatively, which would 
seem to indicate that this method was preferable. 
But on closer examination 28 of these were found 
to have had non-penetrating wounds, though they 
had been labeled as penetrating wounds when sent 
in from the field. In 5 other cases penetration was 
doubtful, which reduces the number of penetrating 
wounds to 20. Of these 4 died later and 3 had 
to be operated on later, which reduces the number of 
really penetrating wounds treated conservatively 
to 13. Of these 7 were simple penetrating wounds 
without lesions of the viscera, leaving only 6 with 
visceral injuries: 1 of the stomach, 3 not very 
serious ones of the liver, and 2 of the large intestine. 
This reduces the number to 6 as compared with 9 
which recovered after operative treatment, and this 
in spite of the fact that more hospitals prefer the 
conservative treatment and consequently the 
numbers thus treated are larger than the numbers 
treated operatively. 

Quénu believes that primary operation is prefer- 
able, provided there is a skillful surgeon and good 
enough equipment to give reasonable chances of 
success. A. Goss. 
Moots, C. W.: Unusual 


Herniz, with Report of a Case. 
N. Y., 1915, Ixxii, 810. 


Contents of Inguinal 
Am. J. Obst., 


The author gives brief reviews of cases and 
statistics which have appeared in the literature, and 
reports the following case which occurred in his 
practice. 

The patient was a woman, aged 38, whose family 
history was unimportant. About nine years pre- 
vious she had noticed a lump the size of a hickory 
nut in the region of the right internal abdominal 
ring. It remained about the same for eight years, 
when it sank lower and appeared to double in size. 
At this time it became very painful. 

At operation the usual skin incision was made 
and then it was found that the mass could not be 
pushed up into the inguinal canal because it was 
adherent to the labium majus. An elliptical portion 
of the labium majus was excised in order to free 
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the mass, which now gave the impression of being 
the kidney. However, it was almost beyond 
identification and an opening was made in the 
peritoneum. The right kidney space was explored 
and found empty. The left kidney was found to be 
of normal size and in good position. A parovarian 
cyst 3.5 inches in diameter was found in the 
pelvis and a subperitoneal fibroid the size of a 
walnut upon the fundus uteri, and a hydrosalpinx 
on the right side. The exploratory incision into 
the peritoneum was quickly closed, followed by 
nephrectomy of the useless right kidney, and the 
inguinal canal was closed in the usual manner. The 
pelvic condition was then operated upon through a 
median incision. The patient made an uneventful 
recovery. C. H. Davis. 


Jacobson, J. H.: Further Experience With Local 
Anesthesia in Herniotomy. Am. J. Obst., 
N. Y., 1915, xxii, 783. 

The author reports that to date he has operated 
upon 125 cases of hernia under local anesthesia, with 
no deaths. This experience has convinced him that, 
whenever possible, such operations should be per- 
formed under local anesthesia. The only exception 
to this should be in cases of herniotomy in children 
and where the operation must be performed in 
uncontrollable nervous adults. The latter excep- 
tion in actual practice is not frequent, since most 
nervous individuals can be controlled by carefully 
explaining to them the nature of the operation and 
the reasons for operating under local anesthesia. 
No other form of anesthesia gives the same degree 
of safety as does the modern Braun technique of 
local anesthesia. C. H. Davis. 


GASTRO-INTESTINAL TRACT 


Aaron, C. D.: The Roentgen Ray in Gastro- 
Intestinal Affections. Am. J. M.Sc., 1915, cl, 
330. 

Aaron criticizes the present-day methods of 
roentgenological examination, particularly of the 
gastro-intestinal tract. He says that there is a 
lack of uniformity in such methods; and that in 
order that the limitations and_ possibilities of 
roentgen diagnosis may be established it is necessary 
to secure a standardization of methods and tech- 
nique. Thus in the matter of test-meal there is no 
standard, the American, German, and English 
test-meals all differing. 

The author believes that the courses offered for 
the study of roentgenology in both graduate and 
post-graduate schools are too limited, and that a 
number of men now acting as roentgenologists have 
not the necessary preliminary training to properly 
qualify them for their work. 

Aaron suggests that no patient should be subjected 
to operation without a confirmation of the original 
findings by a second roentgenological examination 
made after an interval of a few days. He quotes 
a number of cases to illustrate errors that may occur 
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from faulty interpretation of X-ray findings by 
either the roentgenologist or clinician. 
Hows E. Potter. 


Dever, F. J.: Roentgen Rays in the Study of Gastric 
Diseases. N.Y. M.J., 1915, cii, 590. 


Dever points out that roentgen investigations 
have completely changed the former conceptions of 
the peristaltic movements of the stomach, and the 
nervous reflexes which govern them. ‘The pyloric 
reflex, like other delicate mechanisms of the body, 
operates through the autonomic nervous system and 
is subject to disturbances of function entirely in- 
dependent of organic disease in the duodenum or 
stomach. Food may be retained an abnormally 
long time with good peristalsis without necessarily 
indicating organic pyloric obstruction or ulcer. 
This may explain cases in which operation disproves 
the X-ray diagnosis of ulcer. Besides, peculiar 
fluoroscopic observations may often be explained 
either by the quality of the food or by the amount 
introduced. 

Excepting the cases in which retention of bismuth 
is seen in the ulcer, and cases in which the evidence 
of chronic perforation is plain, Dever does not be- 
lieve that gastric ulcer can be diagnosed by means 
of the roentgen ray. 

Regarding the unsatisfactory results and the 
recurrences which are often noted after gastro- 
enterostomy, valuable information has been af- 
forded by X-ray studies. Cannon and Blake in 
their animal experiments, by means of X-rays, 
have found that nothwithstanding the abnormal 
exit the pyloric end of the stomach becomes filled 
and a large part of the liquid contents passes 
through the pyloric sphincter. From their studies 
Dever says that it is evident that a gastro-enteros- 
tomy does not prevent acid stomach contents from 
coming in contact with the ulcer either in the 
stomach or the duodenum. 

Although the roentgen rays have made it possible 
to discover gastric cancer earlier than formerly, yet 
it is questionable if, even with this aid, a sufficiently 
early diagnosis can be made. Dever suggests that 
patients of middle life showing symptoms which 
might suggest ulcer should invariably be studied by 
an expert roentgenologist. Evidence of carcinoma 
may be thus obtained much earlier than clinically, 
and laparotomy with its concomitants obviated. 

Dever also points out the valuable aid that the 
roentgen rays may give in the study and treatment 
of gastroptosis. Hots E. Porter. 


Friedenwald, J., and Baetjer, P. H.: Value of the 
X-Ray in the Diagnosis of Gastro-Intestinal 
Disturbances. JN. Y. M.J., 1915, cii, 920. 


The authors consider that the diagnosis of 
duodenal ulcer is much simpler than that of gastric 
ulcer. The presence of a simple duodenal ulcer can 
always be ruled out, but not so with gastric ulcer. 
The true line of distinction is the fact that in an 
irritating lesion of the stomach, such as ulcer, the 
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hypermotility causes a tonic contraction of the 
pylorus with retention of gastric contents over a 
shorter or longer period, as well as deformity, 
according to the situation of the ulcer. In a lesion 
of the duodenum there is a hypermotility, not only 
of the duodenum, but of the stomach itself; but in 
this case there is not the spastic condition of the 
pylorus, and consequently the hypermotility pro- 
duces rapid emptying of the stomach contents. 
The X-ray findings of the two conditions are so 
markedly different that the method affords an almost 
positive means of differentiation. 

The diagnosis of gastric ulcer is dependent upon 
the functioning of the stomach and the finding of 
the filling defect.. The filling defect can be demon- 
strated only when it is situated along the anterior 
surface of the lesser and greater curvatures. On 
the other hand, it matters not what the situation 
of the ulcer is, the functions of the stomach are 
materially affected. 

The X-ray diagnosis of gastric cancer and other 
affections of the gastro-intestinal tract are dealt 
with seriatim. Regarding ptosis the authors think 
that since the X-ray examination has become so 
widely used, the interpretation of the significance 
of the prolapsed bowel has been entirely too broad. 
for there are many patients in whom the transverse 
colon has prolapsed into the pelvis and yet there are 
no evidences of digestive disturbances. 

Horus E. Porrer. 


Zoeppritz, H.: Diagnostic Value of Albumin in the 
Stomach Contents (Die diagnostische Bedeutung 
der Eiweissbestimmung im Mageninhalt nach 
Salomon). Mitt. a. d. Grenzgeb. d. Med. u. Chir., 
1915, XXVill, 777. 


In 1904 Salomon published a report of his method 
of determining albumin in the stomach contents, 
and announced it as a method of distinguishing be- 
tween ulcerative and non-ulcerative processes, the 
theory being that the serum secreted from the ulcers 
contained albumin. 

Zoeppritz has examined 148 cases of stomach 
disease with a view to determining the value of the 
reaction. Of the series 61 were cases of carcinoma 
of the stomach, 29 were ulcers, 13 were cases of 
chronic gastritis, 10 of other stomach diseases, and 
35 of different abdominal diseases in which the 
stomach was not involved. Diagnosis was con- 
firmed by operation in 98 of the cases, and tables 
are given showing in detail the findings in these 
cases. 

Zoeppritz concludes that the test does not furnish 
a differential diagnosis between ulcerative and non- 
ulcerative disease. If there is stagnation of the 
stomach contents albumin will collect over night, 
even if only a slight amount is produced, and if 
motility is normal or exaggerated it will be passed 
on into the intestine, even if a considerable amount 
is produced. Therefore a negative reaction has 
more value if there is stagnation, and a positive 
one more value if there is normal or increased 
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motility. The secretory function of the stomach 
also has an effect on the albumin test. If there is 
free acid the albumin is soon changed into albumoses 
and peptones, so that decreased acidity promotes a 
positive albumin reaction. Conclusions drawn 
from the albumin test are only valid, therefore, when 
the motor and secretory functions of the stomach 
are normal, 

If it is a question of differential diagnosis between 
stomach cancer and chronic gastritis, positive al- 
bumin indicates cancer. A negative albumin re- 
action indicates that cancer is not present. In a 
few cases albumin can be demonstrated in the 
normal stomach contents; it is somewhat more fre- 
quent in chronic disease of the stomach. In com- 
parison with the other well-known tests for cancer 
of the stomach the albumin test ranks fourth; that 
is, blood can be demonstrated in 95 per cent of cases, 
emaciation in go per cent, anacidity in 89 per cent, 
albumin in 83 per cent, lactic acid in 67 per cent, 
long bacilli in 64 per cent, and a palpable tumor in 
64 per cent. The test is somewhat trying on the 
patient, especially if there is stagnation of the 
stomach contents; it is sometimes necessary to use 
as much as 20 liters of water before it comes out 
perfectly clear; this can hardly be done in very weak 
individuals. Moreover, if there is the slightest 
lesion of the stomach wall the resultant bleeding 
will nullify the value of the test. A. Goss. 


Carman, R. D.: Roentgen Diagnosis of Gastric 
Cancer; Report of Twelve Cases. Am. J. M. 
Sc., 1915, cl, 625. 

The author shows the additional evidence which 
the X-ray is able to give in the diagnosis of gastric 
cancer, especially in those cases where other con- 
firmatory evidence is lacking. The chief findings 
of the X-ray are: filling defects; alterations of 
pyloric function, either gaping or obstruction of the 
pylorus; perversion of peristalsis, e.g., absence of 
peristalsis from involved areas, weak peristalsis, 
antiperistalsis, exaggerated peristalsis, or irregular 
peristalsis; altered motility, either rapid or delayed 
emptying; lessened flexibility; lessened mobility; 
diminished size; displacement. 

In considering the X-ray findings it is very es- 
sential to rule out spasm of the muscles of the 
stomach, perigastric adhesions, reflex disturbances, 
disturbances of adjacent organs which might re- 
sult in abnormal X-ray findings. Tumors of the 
stomach other than cancer must of course be con- 
sidered. 

The reports of 12 cases are complete and illustrate 
the importance of making an early X-ray examina- 
tion of every patient past the cancerous age who 
complains of stomach symptoms. J. H. Skies. 


Smithies, F.: Blood-Cell Changes in Gastric 
Cancer. Physician & Surg., 1915, xxxvii, 433. 


Smithies has made an exhaustive study of the 
blood counts in 267 operatively and pathologically 
demonstrated cases of cancer of the stomach. 
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The average erythrocyte count was 4,380,000. 
The minimum erythrocyte count was 860,c00o—a 
case of inoperable tumor with ascities and exten- 
sive, general metastases; the maximum red cell 
count was 6,328,o0o—a patient with inoperable 
cancer of the lesser curvature and the body of the 
stomach with metastases to the peritoneum. The 
average number of erythrocytes is rather higher than 
that given by other investigators, but Smithies 
explains this partly on the basis that many of his 
cases were diagnosed early and that the large num- 
ber of cases studied returned a fairer average than 
would be expected from a study of a small list. It 
was seen that while low red cell counts were noted 
frequently in instances where a hopeless gastric 
neoplasm existed, normal or even higher than normal 
counts were obtained late in the progress of the 
disease. It would seem that diminution in red cell 
count depends not wholly upon the development of 
metastases. In the author’s series a larger group 
of cases with extensive metastases had higher aver- 
age red cell counts than had that group which was 
free from metastases. 

In Smithies’ observations upon 454 cases of 
gastric cancer, it was observed that in 72.2 per cent 
of the patients the hemoglobin ranged between 
50 and 100 per cent; that in 42.2 per cent of cases 
it was above 70 per cent. The average hemoglobin 
for the series was 64.3 per cent; the minimum was 
25 per cent; and the maximum 97 per cent. It 
was shown that low hemoglobin percentages are of 
relatively little worth in indicating the presence or 
absence of metastases. 

In the author’s series the average color index was 
0.73; the minimum index was 0.32; and the maxi- 
mum 0.97. 

Not uncommonly red cells were noted that ex- 
hibited wide variations in shape and size. There 
were 17 instances where an excess of macrocytes 
was observed and 8 cases in which megaloblasts 
were recorded. In 23 instances—1o.7 per cent of the 
cases studied— no megaloblasts were noted. Neither 
macrocytes nor nucleated red cells were ever ob- 
served where the erythrocyte count was higher than 
3,500,000 cells or the hemoglobin more than 70 
per cent. Not infrequently variations in erythro- 
cyte structure seemed out of all proportion to the 
red cell count or the hemoglobin. 

Complete counts were made in 261 cases. The 
average white cell count was 11,270 cells. The 
minimum was 4,200 and the maximum 36,200. More 
than four out of five cases had leucocyte counts 
between 6,000 and 14,000 cells. Not quite one out 
of every four cases had white cell counts above the 
average for the series. The author’s study did not 
disclose that, as has been commonly supposed, leuco- 
cytosis proved an index to the extent of metastases, 
the rapidity of growth of a tumor or such complica- 
tions as hemorrhage or perforation. 

As to the qualitative variations in leucocytes the 
polynuclear leucocytes averaged 72.2 per cent; 
small lymphocytes averaged 19.1 per cent; large 
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lymphocytes averaged 3.41 per cent; transitional 
leucocytes averaged 1.58 per cent; myelocytes aver- 
aged 1.27 per cent in 43 instances where such were 
observed. The latter were frequently noted where 
the red cell count was above 4,500,000 cells, but 
were observed in no case where the hemoglobin 
was more than 75 per cent. Eosinophiles were 
observed in 67 per cent of the differential counts; 
the average was 4.01 per cent; the minimum was 
0.3 per cent; and the maximum 7.7 per cent. 


Graham, C.: Gastric and Duodenal Ulcers. Boston 
M.& S.J., 1915, clxxiii, 543. 


Pain is a very important symptom in the diagno- 
sis. It comes usually at an earlier period after 
eating in gastric ulcers than in duodenal. It is 
usually relieved by food, an alkali, vomiting, or 
irrigation. Pain is the one constant diagnostic 
factor in all peptic ulcers. Freedom from pain is 
recorded in less than one per cent of patients. 
Pain may be of several varieties, such as distress, 
aching, burning, gnawing, pressing, boring, sharp 
cramps, colic, etc. 

Pain at night appears to be more frequent in 
duodenal than in gastric ulcer. Lying down causes 
ease from pain more frequently in gastric ulcer. 
Vomiting occurred in 79 per cent of duodenal cases 
and 82 per cent of the gastric. Gas was present in 
77 per cent of the duodenal and 94 per cent of the 
gastric. 

Hemorrhage from the stomach occurred in 25 
per cent of gastric ulcers and 18 per cent of duodenal. 
Blood by the bowel was recorded in a similar per- 
centage of cases. Perforation was about equal in 
both classes of cases — duodenal 28.7 per cent and 
gastric 26.2. J. H. Skies. 


Duffy, G. V.: Hamatomesis Following Apparent 
Acute Indigestion; a Case Occurring in an 
Infant. J. Am. M. Ass., 1915, Ixv, 1912. 


The patient, a male child, aged 2 months, weighed 
at birth 6.5 pounds. Though of small size, he was 
apparently healthy. He was bottle fed from the 
beginning. 

The illness began during the hot days with vomit- 
ing, diarrhoea, and fever. The abdomen was dis- 
tended; the child was very restless and cried con- 
tinually. After the second day the temperature 
became normal, vomiting ceased, the bowels were 
constipated; abdominal distention and pain alone 
remained. On the fourth day the child passed into 
a state of semiconsciousness—respirations were in- 
terrupted and were of the Cheyne-Stokes type. On 
the fifth day he passed a large watery stool; the 
distention was much less, the respirations became 
quiet and regular, the condition of stupor dis- 
appeared, the eyes appeared bright, and a better 
color returned to his skin. About 3 p.m. on the fifth 
day the child became suddenly weak and pale, but 
in a few minutes appeared much better. About 
4:30 p.m. he vomited about a teaspoonful of dark 
brownish fluid. The child, however, apparently 


continued to gain strength until 6:30 p.m., when he 
suddenly vomited a very large amount of blood, 
dying while vomiting. Epwarp L. CorneELL. 


Strauss, A. A.: New Methods of Pyloroplasty for 
Congenital Pyloric Stenosis. J. Am. M. Ass., 
1915, Ixv, 1533. 

Strauss calls attention to the remarkable results 
of Richter and Scudder in dealing with this condi- 
tion. 

The gravity of posterior enterostomy as a surgical 
procedure, successfully practiced by Richter and 
others on the moribund infants brought for relief, 
led to the evolving of the new procedure. 

Two cases are, cited in which posterior gastro- 
enterostomy was performed successfully, though 
causing much shock, but death followed the opera- 
tion in both cases, in ten days and six hours respec- 
tively. 

He classifies the pyloric cases as follows: 

1. A. Large tumor, almost complete compression 
of mucous membrane and complete obstruction. 

B. Small hypertrophy of the muscularis, com- 
plete obstruction. 

2. A. Large tumor, partial compression of the 
mucous membrane, partial obstruction. 

B. Small amount of hypertrophy of the muscu- 
laris, with only partial compression of the mucous 
membrane and only partial obstruction. 

Strauss believes that many of the so-called pyloro- 
spasms which are treated medically with good results 
but which show symptoms from time to time, be- 
long to the class of hypertrophy with partial ob- 
struction. 

He speaks of the difficulty of suturing at right 
angles an incision of the hypertrophied muscularis, 
as is done by Weber, and notes that the Ram- 
steadt, Nicolls, and Weber operations produce 
hernia of the mucous membrane on one side only, 
but do not reduce its volume nor that of the mus- 
cularis. 

He has demonstrated on dogs how easily the 
mucous membrane can be shelled out by everting 
the muscularis. He speaks of a series of experi- 
ments not yet reported in which one-half of the 
circumference and one-half of the length of the 
pylorus and the pyloric antrum were resected. The 
defect was closed by two free fascial transplants and 
no paresis occurred. Flouroscopic examination 
showed a normally functionating pylorus. When the 
muscularis is separated from the mucous membrane 
Auerbach’s plexus is separated from Meisner’s, 
which the author suggests might account for the 
paresis of the pylorus. He says this is the first 
essential step in the pyloroplasty. By cutting 
down to the mucosa and shelling it out he reduces 
the folds of the infolded membrane and produces a 
paresis of the spastic pylorus. The second part is 
to reconstruct the hypertrophied pylorus to its 
normal thickness. This can be done by either 
cutting away the inner circular layer or utilizing 
it as a plastic flap. 
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He cites four cases operated upon, the description 
of which should be read in the original article to 
get a clearer understanding of the procedure. 

When the hypertrophy is type B, the mucous 
membrane is shelled eut, but instead of a plastic flap 
being made the larger portion of the inner circular 
muscle is removed. 

By the second method, with small hypertrophy 
of the muscle and complete compression of the 
mucous membrane, he removes a small piece of the 
anterior sheath of rectus with some of the muscle. 
This fascial transplant is used to reconstruct the 
pylorus after shelling out the mucous membrane. 
This has only been done on dogs. 

He briefly discusses the etiology, touching on 
some experimental work he is conducting with Abt 
to learn whether the condition is congenital or a 
spastic hypertrophy. 

His conclusions are that the advantage of the 
above procedures over posterior gastro-enterostomy 
are: 

1. The incision is very small in contradistinction 
to that necessary in performing gastro-enteros- 
tomy. 

2. The prevention of a large amount of shock. 

3. The methods of procedure described above 
cover every form of pathological condition so far 
found in congenital pyloric stenosis. 

4. The operations reconstruct a pathological 
pylorus as to the size of the lumen and the thickness 
of the muscularis. The normal physiological rela- 
tions between the stomach, duodenum, liver, and 
pancreas are maintained. The duration of the 
operation is one-third that of a posterior gastro- 
enterostomy. DoNALD GORDON. 


Snow, I. M.: Early Diagnosis of Intussusception. 
J. Am. M. Ass., 1915, lxv, 1524. 

Snow reviews the early symptoms of intussuscep- 
tion which occur when there is still time to save a 
patient too young to describe his sufferings. 

A long mesentery and active peristalsis are the 
conditions favorable to produce the lesion. He 
says the circular muscle fibers of the small intestine 
contract and the upper segment of the ileum is 
driven through the narrowed lumen. There is oc- 
casional spontaneous release. Peristalsis is in- 
creased by the obstacle and several inches of the 
small intestine are pressed into the lower segment. 
The mesentery is dragged in, which aggravates the 
obstruction. The condition usually occurs in the 
ileum. The mass of bowel is pushed through the 
ileocecal valve dragging the cecum and colon with 
it. The intussusception by its attachment to the 
mesentery moves in the arc of a circle and may be 
rotated to any region of the abdomen. 

The effects are: (1) Agonizing pain, the child’s 
crying often indicating the moment of obstruction. 
(2) It arrests the fecal current, stops digestion, and 
produces vomiting. (3) At the site of obstruction, 
acute swelling and congestion produce a tumor 
mass which prevents the release of the invaginated 
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intestine, causing bleeding and a discharge of bloody 
mucus through the rectum. 

The principal symptoms are pain, tumor, and 
bloody rectal discharge. The child always cries, some- 
times continuously, sometimes intermittently. The 
face is pinched, pale, cyanotic, and typical of shock. 
After a few hours the symptoms of shock pass away 
and the pain ceases for a few hours. This ameliora- 
tion is due to the oedema of the intestine and the 
physician should beware of this lull. 

Vomiting starts with pain and is due to intestinal 
arrest and regurgitation of duodenal fluid. It may 
occur every hour or two with remissions. 


It is aggravated by food and laxatives. It is 
rarely absent in acute intussusception. The child 
refuses food. Fecal vomiting is infrequent. The 


child is usually breast-fed and not prone to vomiting. 

A tumor may be found in any quadrant of the 
abdomen, it is not sensitive and feels like a walnut 
or a potato; may appear and disappear under the 
liver or into the pelvis. A mass is frequently un- 
discovered and a diagnosis must be made from other 
symptoms. 

Protrusion of bowel through the rectum is a late 
sign indicating telescoping of long portions of the 
intestine. Rectal prolapse is easily reduced, a mass 
of intestine is not. 

Rectal examination should be made in every sus- 
picious case. This may start a haemorrhage, or 
reveal a high rectal mass. A bimanual examination 
may reveal a mass of telescoped bowel. 

At times when the child is not crying the abdomen 
may be soft and relaxed; it may be distended later. 
Peritonitis is a rare late development but there is 
often an effusion of peritoneal fluid. Adhesion of 
the bowel wall is unusual. The chief obstacle to 
reduction is swelling. 

The surface of the intestine is often purple and 
the bruised appendix in a condition leading to in- 
fection. After relief of obstruction a persistent 
diarrhoea may show the damage to the intestinal 
mucosa. 

The heart action is good for a day or two. Fever 
is not a usual symptom, but many cases may have 
a rise of temperature in a few hours from intestinal 
toxemia. 

As to the course of the disease, if the obstruction 
is not relieved the patient will die from the above 
symptoms in from two to seven days. Spontaneous 
sloughing of the intestine will occasionally occur. 

A suspicious case should be watched carefully, 
food and laxatives avoided, and opiates used to 
mask pain. 

A bloody mucous stool is almost a certain symp- 
tom of intussusception. There may be a hemor- 
rhage or bloody mucous dysentery; the latter is patho- 
gnomonic of intussusception when passed suddenly. 

When the intestinal hemorrhage is seen a day 
after onset it is too late for early diagnosis. 

Complete obstruction prevents passage of gas. 
The passage of large amounts of gas may exclude 
intussusception. 
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If with the above symptoms the thermometer or 
examining finger shows blood the diagnosis becomes 
a certainty. An X-ray of the intestine after an 
injection of bismuth is strongly advised. Snow has 
seen the X-ray confirm the diagnosis three times. 
He advises immediate surgical consultation and shift- 
ing of responsibility. 

As to the operative procedure, a minimum of 
anesthetic should be given. Evisceration should 
not be done to find the obstruction. The incarcera- 
tion should be pushed not pulled out. The ap- 
pendix should not be unnecessarily removed. The 
mortality is diminishing. 

The general opinion is that early diagnosis means 
easy operation; the credit for saving the child going 
to the physician who recognizes at once an atypical 
case. 

A report is given of four cases operated upon 20, 
16, 60, and 80 hours after onset. The two cases 
operated on early recovered, the two others died. 

DonaLp GorpDon. 


Benmosche, M.: A Preliminary Report on a New 
Method for Facilitating Intestinal Anastomo- 
sis. Internat. J. Surg., 1915, xxviii, 377. 


In devising a new method for facilitating intestinal 
anastomosis, Benmosche has devised what he terms 
a gelatine bolus, prepared in the following manner: 
Fifty per cent sheet gelatine is boiled in normal saline 
with one per cent trikersol run into molds of adopted 
sizes and placed in the refrigerator to set, sub- 
sequently rolled in some antiseptic powder and cut 
to any size or shape desired. This can be kept 
indefinitely at room temperature, but obviously 
retains its solidity better in a cool place. The 
resected gut ends are slipped over the bolus and 
the ends readily sutured. The bolus is allowed to 
remain in situ and it dissolves in about three hours. 
It acts as a plug temporarily preventing the escape 
of contents and it has other advantages, which the 
author hopes will be brought out by other experi- 
menters. The author hopes to amplify later on 
this his preliminary report. Emi C. RoprrsHex. 


Crile, G. W.: Newer Conceptions of Intestinal 
Stasis. Am. J. Obst., N. Y., 1915, lxxii, 861. 


The identity of the clinical picture of intestinal 
stasis with the symptoms produced by chronic in- 
fections and excessive exertion led the author to 
suspect that intestinal stasis might well be an 
etiological factor in certain diseases of which in- 
fection, excessive emotion, and excessive exertion 
are etiological factors— such as cardiovascular 
disease, exophthalmic goiter, diabetes, etc. 

In an experimental research animals were given 
injections of indol and skatol, the typical products 
of intestinal stasis. Histological examination of the 
organs and tissues of these animals showed lesions 
in the brain, the adrenals, and the liver, identical 
with the lesions in these organs produced by stim- 
ulation of the kinetic system. 

Chemical studies of the iodine content of the 
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thyroid and of the glycogen content of the muscles 
and the liver, gave further evidence of the increased 
activity of the kinetic organs in the presence of these 
products of intestinal stasis. In other words, after 
injections of indol and skatol, as after the applica- 
tion of other kinetic stimuli, increased functional 
activity of the organs of the kinetic system is evi- 
denced, in the case of the brain by the loss of Nissl 
substance; in the thyroid by changes in the iodine 
content; in the liver by histological changes and by 
changes in the glycogen content; in the adrenals 
by histological changes and by increased functional 
activity, as evidenced by the Cannon test; in the 
muscles by progressive weakness and changes in 
the glycogen content, 

The retention of feces in the intestines, therefore, 
produces a continuous abnormal activation of the 
kinetic system from which there results morpholog- 
ic and histologic changes in the energy transform- 
ing organs of the body. The author believes that 
this may result in premature “senility,’”’ defined by 
Metchnikoff as due to the absorption of intestinal 
poisons, or that, due to the long continued strain, 
some of the organs may become affected and one 
or more of the chronic diseases result. 

As in every case of excessive kinetic activation, 
treatment must consist, first, in removing the local 
stimulus; and second, in repairing the damage 
sustained by other parts of the mechanism. 

The author’s procedure of choice is resection of 
the cecum and ascending colon, making a lateral 
anastamosis between the ileum and the transverse 
colon near the hepatic flexure and buttressing the 
closed ends of the ileum and the transverse colon 
against each other to prevent dilatation of the ends. 

Every patient of his series of 16 is still living. 
Some were wholly relieved; others only partially. 
The author considers that the entire question is 
still in the crucible and that judgment must still 
be suspended. C. H. Davis. 


Lahey, F. H.: Carcinoma of the Small Intestine. 
Ann. Surg., Phila., 1915, Ixii, 428. 


The author gives a brief review of the literature 
and a full report of two additional cases of his own. 

Vinot and Parcelier have collected 50 cases in all, 
the majority of which were reported from autopsies. 
The average age is 43.9 years and in practically all 
cases the tumor is more or less annular in form, 
infiltrating all coats of the bowel, The symptoms 
are vague and indefinite until some degree of obstruc- 
tion occurs, or palpable tumor appears. Pain is 
one of the earliest symptoms and is probably due 
to the obstruction. Vomiting and constipation 
are two of the most prominent and constant symp- 
toms. 

The author’s first case was a male, aged 45, 
whose previous history was good excepting fistula 
in ano 4 years previous; his habits were good and 
his venereal history negative. Six months before 
examination he began to be distressed in the stom- 
ach region after eating or drinking; he began to lose 
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strength, and to vomit occasionally after eating, 
which would relieve the distress. The bowels were 
constipated, and there was a slight loss of weight. 
He was well developed and well nourished; cachectic, 
with 70 per cent hemoglobin; liver and spleen not 
enlarged; abdominal area over and internal to the 
splenic flexure, tender with a hard, small, indefinite 
and freely movable mass present. 

At operation, through a left rectus incision a 
small annular tumor was found about 18 inches 
from the ligament of Treitz and completely sur- 
rounding the bowel. About 18 inches of bowel with 
mesentery was resected and an end-to-end anasto- 
mosisdone. <A few mesenteric glands were removed. 
The recovery was uneventful and the pathological 
report was adenocarcinoma. Fourteen months 
later the patient reported that he was in excellent 
health and had gained 20 pounds. 

The second case was a female, with a rheumatic 
history and menopause occurred at 42 years of age. 
For a month she had had colicky pains in the 
lower left abdominal region accompanied by dis- 
tention and constipation. She had only vomited once 
in three months; had lost weight (128 to 98) and 
strength. Abdominal examination showed a mov- 
able, hard, irregular mass, the size of an egg to the 
left and slightly above the umbilicus. No tender- 
ness. Urine negative. Benzidene blood test in 
faeces positive. 

At operation, through a median line incision a 
small discrete tumor of the small intestine was found 
six feet from the ileocecal valve. The growth 
completely encircled the bowel and almost wholly 
occluded its lumen. There was no involvement of 
the liver or other organs. About 18 inches of bowel 
was resected and an end-to-end anastomosis was 
made. Recovery was uneventful but death followed 
five months later from recurrence. The patho- 
logical report was adenocarcinoma. 

As to prognosis, with early diagnosis this type of 
cancer is one of the most favorable forms of intes- 
tinal cancer to operate upon. The early diagnosis 
will be aided by submitting those cases with sus- 
picious intestinal symptoms to early X-ray exam- 
inations. P. M. Cuase. 


Handley, W.S.: Ileus Duplex (Inflammatory En- 
terocolic Ileus). Brit. J. Surg., 1915, iii, 161. 


Handley discusses one of the numerous varieties 
of adynamic ileus which he terms ‘ileus duplex.” 
Fourteen illustrative cases are reported. 

Nature and causes: 

Tleus duplex obstructs the intestine at two points, 
due to pelvic peritonitis: (1) at a point three feet 
from the ileocecal valve, (2) at the junction of the 
iliac and pelvic portions of the sigmoid colon. This 
results in a paralysis of the portion of ileum lying 
in the pelvis, together with the lowest portion of the 
pelvic colon and the upper part of the rectum. 

The causes are: (1) appendicitis, (2) gonorrhoeal 
or septic infection of the genital tract, (3) rupture 
of the bladder, (4) carcinoma of the rectum, 
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(5) septic conditions of genital organs or operations 
for their relief (Berkeley and Bonney). 

The condition is likely to occur in cases where 
there is a septic bullet wound of the bladder, 
whether intestines are perforated or not, resulting 
in pelvic peritonitis and intestinal obstruction. 

Appendicitis is the most frequent cause of ileus 
duplex, especially with the appendix in the pelvis. 
With a retrocecal appendix, the pus may trickle 
down over the brim of the pelvis and thus give rise 
to a pelvic peritonitis. In the normally placed 
appendix, suppuration gives rise either to a local 
abscess or to a general abdominal peritonitis with 
secondary involvement of the pelvis. 

The pelvic ileum shows evidence of acute inflam- 
mation; the peritoneal surface is dull, congested, 
covered with pus and lymph-flakes, and the bowel 
wall swollen and cedematous. The affected coils 
are empty, passively contracted with sharp angular 
kinks, and often adherent. These conditions ex- 
tend to within two inches of the ileocecal valve; 
the general abdominal cavity affording no evidence 
of peritonitis. There is, on the ileum, a sharp line 
of demarcation at the pelvic brim. Above this line, 
in early cases, distention is absent, but soon occurs, 
taking place from below upwards. A bacterial in- 
vasion follows and a general peritonitis results. 

The large pelvic bowel, at the beginning, is un- 
affected, owing to its protection by the coils of ileum 
together with its remote position; but within a short 
time shares the inflammation and paralysis. 

In many cases, a general peritonitis is found at 
autopsy, which obscures the true condition inas- 
much as the general peritonitis follows the pelvic 
infection; and it may be that after death it will be 
impossible to determine which was the primary and 
which the secondary cause thereof. 

The recognition of ileus duplex is a product of 
operating-room pathology, not dead house. 

The clinical signs and symptoms are those of acute 
intestinal obstruction superposed on those of pelvic 
inflammation; i.e., almost constant vomiting, con- 
tinued absence of flatus, moderate distention, no 
visible peristalsis, and slight, if any, abdominal 
rigidity. 

Proof of the duplex character of the obstruction 
is the failure of treatment if directed solely to ileal 
obstruction. Lateral anastomosis of the ileum to 
the caecum is very successful in all cases, except in 
those of ileus of inflammatory origin. Two illus- 
trative cases are cited of pelvic appendicitis with 
ileus duplex. 

Handley believes that with the combined treat- 
ment of cecostomy and ileocolostomy the mortality 
will fall from 75 per cent to 20 per cent. He quotes 
a series of 13 cases in support of this view. 

To prevent ileus duplex, careful examination of 
the pelvis in all cases of appendicitis is advised. 
If pus is found, drainage to the bottom of the recto- 
vesical pouch is advised. Likewise, a careful exam- 
ination of the pelvic ileum for paresis, and the supra- 
pelvic ileum for distention. 
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As to treatment, Handley strongly advises ileo- 
colostomy accompanied by cecostomy. It matters 
little whether the anastomosis is between the cecum 
and ileum or between the sigmoid and ileum, pro- 
vided the large bowel is also drained. This latter 
is done by sewing a large catheter into the bowel, 
usually the cecum. This is removed at the end of 
five days. 

Enterostomy is strongly condemned, in that it 
robs the patient of much of the nourishment and 
most of the fluids. Jejunostomy is considered to 
have only a limited application although Bonney 
strongly advocated it; chiefly in cases of paralytic 
obstruction following abdominal section, after 
fecal vomiting has begun. 

Ileus duplex is most frequently mistaken for gen- 
eral peritonitis, but, as Handley has shown, it is as 
a rule a prophecy and not a diagnosis. Observa- 
tions on pelvic inflammatory cases in the operating 
room, not the mortuary, reveal marked evidences 
of obstruction preceding any signs of general peri- 
tonitis. While these two conditions present a close 
general resemblance, in the usual peritonitis general 
abdominal rigidity is present; in ileus duplex, it is 
absent. ‘The diffuse abdominal tenderness of the 
first is not present in the latter; nor does the pulse, 
although rapid, show the same wavering quality 
as the pulse of peritonitis. ‘The other symptoms of 
distention, vomiting, constipation, temperature, 
and embarrassed abdominal respiration are found 
in both. P. M. Case. 


Winslow, R.: The Diagnosis of Appendicitis in 
Early Typhoid Fever. Ann. Surg., Phila., tors, 
Ixii, 534. 


Winslow directs attention especially to the ques- 
tion of the diagnosis of appendicitis in the early days 
of typhoid fever and to the question of operating in 
such cases. It is a very unfortunate occurrence to 
mistake a case of beginning typhoid fever, with ab- 
dominal pain, for appendicitis and to subject such a 
patient to an abdominal section. 

The paper is based upon four cases occurring in 
the same hospital at almost the same time and 
treated by different surgeons. From the appearance 
of the appendices at the time of operation, and from 
the subsequent course of the cases, it is evident that 
unnecessary operations were done during the active 
period of a dangerous disease. Winslow raises the 
question whether this was the result of lack of 
knowledge on the part of the operators, or of neg- 
ligence in the examination of the cases; or whether 
the difficulties in establishing a differential diagnosis 
are real and these mistakes excusable. 

He believes that the leucocyte count is the most 
reliable diagnostic sign; it is usually low in typhoid 
fever and markedly increased in appendicitis, though 
at times there may be a low leucocyte count in 
serious and even fatal cases of appendicitis. He 
states that there is less muscular rigidity and ten- 
derness in these typhoid cases than in cases of 
genuine appendicitis. Headache also is more com- 
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mon. The time of the year in which the cases occur 
should be considered. During months in which 
typhoid is prevalent, especial suspicion should be 
directed toward typhoid. E. H. Poot. 


Rosenow, E. C.: Pathogenesis of Spontaneous and 
Experimental Appendicitis, Ulcer of the Stom- 
ach, and Cholecystitis. J. Indiana M. Ass., 
1915, Vili, 458. 

The accepted view as to the usual avenue of 
infection whereby appendicitis, ulcer of the stom- 
ach, and cholecystitis occur is by means of surface 
infection from the lumen, or migration of bacteria 
through the lymphatics, even against the normal 
lymph stream. 

The experiments of Rosenow tend to show that 
the common means of infection of these organs is 
by embolism from some distant focus of infection 
such as infected tonsils, pyorrhoeal pockets, or the 
intestinal tract. His experiments consisted chiefly of 
the injections of streptococci of varying strains into 
animals. <A selective property was demonstrated 
whereby an organism from an inflamed appendix 
would cause a similar lesion in the animal, one 
from a gall-bladder a similar lesion in the animal, 
etc. Other lesions occurred in the animals but with 
not such great frequency as the special one indicated. 

J. H. Skies. 


Keefe, J. W.: The Surgery of the Appendix. Am. 


J. Obst., N. Y., 1915, lxii, 821. 


This paper discusses the etiology, complications, 
and treatment of appendicitis, the author’s great plea 
being for early diagnosis and operation. There are 
too many deaths due to appendicitis, and the author 
believes that ill-timed advice given by physicians 
is often the cause. He believes that the medical 
profession and the laity must be taught that castor 
oil or any other cathartic should never be given in 
the early stages of an attack of pain in the belly. 

Appendicitis is a disease amenable to surgery. 
Early operation by a competent surgeon should be 
attended with no mortality. When we know this 
to be a fact and realize how easy it is to remove an 
appendix in the first twenty-four hours of the 
disease, it is regrettable to hear of so many dying of 
this disease because of delay. Both physicians and 
the laity are to blame. Make the diagnosis early. 
Advocate operation before the end of the first day 
and see to it that a man well qualified to do surgery 
performs the operation. C. H. Davis. 


Gibbon, J. H.: Typhoid Perforation. 
Phila., 1915, xii, 539. 

Gibbon states that the high mortality of typhoid 
perforation results not from the lack of knowledge 
regarding the symptoms, but from not acting 
promptly when the symptoms present themselves. 
The two most valuable symptoms are pain and 
rigidity, and on these two symptoms we must rely 
almost wholly. From a study of his cases, number- 
ing 128, he believes that the mistake of attributing 
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the pain and rigidity of a thoracic lesion to a per- 
forated ulcer is unlikely, but of course a careful 
examination of the chest should always be made. 
Sudden severe pain and board-like rigidity indicate 
a perforation of some size with considerable leakage, 
and the diagnosis is comparatively easy. The less 
sudden and less severe the pain and rigidity, the 
more difficult the diagnosis becomes. Digital 
examination per rectum should always be made and 
often will reveal acute tenderness, which is of great 
significance. Difficult, painful, or frequent urina- 
tion often occurs. Changes in pulse-rate and tem- 
perature are of no great diagnostic value and a 
sudden fall of temperature with an increased pulse- 
rate often means hemorrhage. 

The author’s case reports do not show an exten- 
sive use of blood counts. He believes that the ab- 
sence of a hyperleucocytosis is of no diagnostic 
value. As a rule, it takes from eight to tweive 
hours for the average case of perforation to develop a 
leucocytosis. The presence of a leucocytosis, of 
course, is of diagnostic value. He puts little faith 
in the presence or absence of liver dullness, but if the 
liver dullness is absent and the abdomen is flat, 
the probability is that perforation has taken place. 

When the symptoms are sufficient to make a 
perforation probable, there should be no delay in 
operating. Delay after the onset of pain and 
rigidity is the cause of the high mortality following 
operations for perforation in typhoid fever. Quick 
exploration does little harm, even where no perfora- 
tion is present. 

The frequent development of lung complications 
after these operations shows that the duration of 
anesthesia should be as brief as possible. The 
safest rule is to open the abdomen under infiltration 
anesthesia and administer a general anesthetic only 
if it is absolutely necessary, and then for as brief 
a time as possible, 10 or 15 minutes should suffice. 

The question of how the perforation itself should 
be treated is still a matter of controversy. In the 
cases reported by Gibbon closure of the perforation 
with drainage of the abdomen has been the rule, but 
in a number of cases the perforated bowel has been 
sutured in the wound and allowed to drain. Hays 
of Pittsburgh advocates very strongly the perform- 
ance of enterostomy, and his personal statistics 
bear out the value of this method. 

Gibbon does not approve of irrigation. The 
Fowler position is not always advisable as the pa- 
tient is often too weak to stand it. E. H. Poot. 


Riedel: Surgical Complications of Typhoid (Chir- 
urgisches ueber Typhus). Mitt. a. d. Grenzgeb. d. 
Med. u. Chir., 1915, xxviii, 749. 


Riedel has had occasion to operate on 40 patients 
for surgical complications of typhoid and publishes 
his experience in the hope that it may be useful in 
the numerous cases of this kind that will probably 
appear after the war. The most serious complica- 
tion of typhoid is suppurative peritonitis, either 
from perforation of an ulcer or from diapedesis. 
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Recent publications on the subject show that 
comparatively good results can often be obtained 
by early operation. Armstrong operated on 78 
cases with 24 recoveries; Flocken reports 56 with 
12 recoveries, or 21.4 per cent; Watson saved 5 
cases out of 27; Michaux had between 7 and 8 per 
cent recoveries in 150 cases. 

One of Riedel’s cases was in a boy of 14 who had 
had an appendectomy performed seven months 
before. He suddenly developed symptoms of 
peritonitis which were attributed to the appendix 
operation. Operation was performed but no reason 
could be found for the peritonitis. On autopsy 
typhoid ulcers were found in the intestine, but the 
serosa above them was intact. Typhoid had never 
been suspected. It is probable that many cases of 
so-called spontaneous peritonitis are due to un- 
suspected typhoid. ‘Two cases of typhoid typhlitis 
are reported, and reference made to the work of 
Thomas and Frazier who had 8 cases of suppuration 
of mesenteric glands in typhoid. One patient had 
multiple typhoid fistula of the anus, which were so 
extensive and severe that they did not recover after 
repeated operations. The patient left the hospital 
uncured. A woman of 57 was operated on for 
peritonitis which was assumed to be due to typhoid, 
as the Widal was positive. On autopsy no ulcers 
were found in the intestines, but the contents of the 
gall-bladder showed typhoid bacilli. A man of 34 
had suppurating thrombophlebitis of the internal 
saphenous vein. The vein was extirpated and he 
recovered. ‘This is unusual, as no similar cases had 
been reported in the literature up to 1908. Another 
patient of 22 had typhoid thrombosis of the femoral 
vein, and four years later thrombophlebitis of the 
external saphenous. ‘The vein was extirpated but 
the patient continued to have fever for weeks and 
was discharged with a badly swollen leg. Two 
cases of typhoid abscess of the abdominal wall, one 
gluteal abscess and one of the kidney are reported. 

Among 23 cases of typhoid processes in the bones, 
It were in the costal cartilages, 6 in the tibia, 2 in 
the femur, 2 in the pelvis, and 1 each in the sternum 
and radius. The results are generally good after 
resection. It is often not necessary to operate in 
cases of typhoid involvement of the costal cartilages, 
for they frequently recover spontaneously, even 
after a long time. If they are not infected it is 
best to let them alone; but if they are infected op- 
eration must be extremely radical. Joint involve- 
ment may develop a long time after the typhoid. 
In one of the author’s cases an osteomyelitis of 
the hip developed twelve years after typhoid but 
recovered after resection. In a boy of 16 puncture 
of the hip-joint showed typhoid bacilli. The joint 
was drained and he recovered. The author had 
two cases of arthritis deformans developing after 
typhoid. 

He concludes that typhoid complications in the 
soft parts are the most dangerous, and the only 
hope offered is by early operation. Peritonitis 
from diapedesis offers a worse prognosis than that 
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from perforation. The prognosis is quite good in 
typhoid appendicitis and still better in typhoid 
cholecystitis. Bone tissue seems to have unlimited 
capacity for regeneration, so that typhoid foci in 
bone are not at all dangerous unless they occur 
in especially unfavorable locations. The prognosis 
in joint complications is good if they are operated 
upon early. A. Goss. 


Greig, D. M.: A Case of Congenital Desmoid 
Tumor of the Rectus Sheath in an Infant. 
Edinb. M. J., 1915, XV, 345- 


A desmoid tumor was removed from the sheath 
of the rectus abdominis in a female child 18 months 
of age. The child had had no illness, but was said 
to have had a swelling in one groin, which was 
supposed to be a hernia noticed soon after birth, 
but which gave no evidence of its presence when she 
came under the author’s observation. ‘The tumor 
in the abdominal wall was noticed when the child 
was about cight months of age and it had slightly 
increased in size. It was situated to the right and a 
little above the umbilicus and formed a round, 
flattened, densely hard tumor, almost an inch in 
diameter. The tumor had always remained hard, 
had never been reducible, and never varied during 
straining. The tumor appeared to be within the 
sheath of the right rectus. 

Under an anesthetic the tumor was felt to be 
cartilaginous and could be lifted up as a flattened 
sphere, obviously in the abdominal wall. ‘The skin 
was incised transversely and the anterior sheath 
of the rectus longitudinally. ‘The muscular fibers 
appeared to be incorporated with the margins of 
the tumor and were dissected off with difficulty. 
The tumor was then found to be firmly fused with the 
anterior and posterior layers of the rectus sheath 
at one of the tendinous intersections and some 
trouble was experienced in separating the anterior, 
while in removing the tumor from the posterior 
layer part of the sheath had to be sacrificed, to- 
gether with the subadjacent peritoneum, and the 
wound drawn together with catgut sutures. The 
child made an uninterrupted recovery. 

Epwarp L. CorneE Lt. 


Barnes, R. H.: Cause of Dissatisfaction with Ham- 
orrhoidal Operations. Proctologist, 1915, ix, 147. 


Barnes contends that dissatisfaction with hemor- 
rhoidal operations is due to the fact that most surgi- 
cal procedures now in vogue are essentially unsur- 
gical. The ligature method results in a stump which 
sloughs off, and patients on whom it is used suffer 
great pain. The clamp and cautery method is 
based on the same principles as the ligature; a 
slough is left, consequently there is danger of 
secondary hemorrhage. 

The Whitehead operation is mutilating and should 
be used only when the removal of hemorrhoids 
would not leave sufficient mucosa in the anal canal. 
The excision of the hemorrhoid by clean-cut in- 
cision leaving an elliptical longitudinal wound 


(after the method of Pennington) is the procedure 
of choice. Hzmorrhage can be controlled at opera- 
tion, and as no slough remains there is no danger 
from secondary hemorrhage. Rough dilation of 
the sphincter is one cause of post-operative pain; 
unnecessary crushing of tissues not removed is 
another factor. The resultant oedema and mild 
infection add to the discomfort of the patient. 
Distress from gas accumulations is best relieved by 
frequent cold water enemata, beginning 24 hours 
after operation. S. TUHOLSKE. 


LIVER, PANCREAS, AND SPLEEN 


Carman, R. D.: Roentgen Observation of the Gall- 
Bladder and Hepatic Ducts After Perforation 
into the Duodenum. J. Am. M. Ass., 1915, 
Ixv, 1812. 


The roentgenologic demonstration of a barium- 
filled gall-bladder which Carman reports is, he be- 
lieves, unique in the literature. 

The patient in the case had an operation per- 
formed sometime before for gall-stones. At the 
roentgen examination made to investigate dis- 
charging sinuses from the old operation scar, no 
retention of the 6-hour meal was found. Sub- 
sequently far up in the right abdominal quadrant 
was a dense collection of barium with springlike 
branches. This was believed to be the gall-bladder, 
indicating a communication between it and the up- 
per intestinal tract. At operation the fundus of the 
gall-bladder was found to communicate with the 
duodenum through a perforation. 

Hous E. Porter. 


Feldmann, I.: Bacteriology of Cholecystitis (Bei- 
traege zur Bakteriologie der Gallenblasenentzuen- 
dungen). Wien. klin. Wchnschr., 1915, xxviii, 1309. 


During the past eight and one-half years Feld- 
mann has had occasion to perform autopsies on a 
considerable number of cases where death had 
resulted from typhoid fever, and in all of the cases 
in which death occurred during the course of the 
typhoid, typhoid bacilli were found in the gall- 
bladder, even in cases where they could no 
longer be cultivated from the spleen. During this 
time he also examined the gall-bladders removed 
in 28 cases of cholelithiasis; in 16 of the cases the 
contents of the gall-bladder was purulent, and in 5 
typhoid bacilli could be cultivated from the pus. 

Reference is made to a case published by O. 
Mayer of an 18-year-old youth who was a typhoid 
carrier, and who began to suffer from symptoms of 
gall-stones after his recovery from typhoid. On 
operation a pure culture of typhoid bacilli was ob- 
tained from the contents of the gall-bladder. If 
the assumption is correct that gall-stones are fre- 
quently caused by typhoid bacilli a great increase 
in the number of gall-stone cases should be expected 
after the war, because so many of the soldiers are 
infected with typhoid. A. Goss, 
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Gwathmey, L.: Surgical Treatment of Diseases of 
the Biliary Tract. Virg. M. Semi-Month., 1915, 
XX, 402. 

Early operation has happily resulted in a much 
lowered mortality ‘and morbidity, incidentally 
adding years and happiness to both the patients and 
the surgeons. 

Experience has further demonstrated the failure 
of permanent relief in many cases in which certain 
surgical measures were executed with temporary im- 
provement, resulting in secondary operations which 
are trying to the patient and often difficult for the 
surgeon. For the elimination of these second opera- 
tions, a proper understanding of the pathology in 
relation to the symptomatology is essential in the 
first instance. On the other hand, a failure to co- 
ordinate the surgical measures to the resisting powers 
of the patient and, in severe cases, limiting opera- 
tions to the immediate necessities, even though it 
may leave the patient subject to the likelihood of a 
second operation, will result in a greatly increased 
immediate mortality and but a slightly decreased 
morbidity. The latter statement would seem inap- 
propriate without the qualifying addition of the 
probable wound infection, prolonged drainage, 
hernia, etc., resulting from the depleted state of the 
patient and the advanced organic changes, both 
local and remote. Emphasis is repeatedly laid by 
writers and prolific operators, like Robson and 
Deaver, on the frequently unforeseen difficulties of 
operation in this field and the necessity for adequate 
equipment, assistance, surgical skill, experience, and 
resourcefulness. 

In repeated mild attacks, the opportunity of an 
attack may be seized for removal of the appendix 
and removal or drainage of the gall-bladder. In the 
moderate but more severe cases there is much 
difference of opinion, one school waiting for a sub- 
sidence of inflammation and the other advocating 
immediate operation. The middle ground seems 
best, e.g., if seen early, operate; if the inflamma- 
tion is waning, wait. 

In the very acute or fulminating cases of empy- 
ema, rupture, or gangrene of the gall-bladder or 
suppurative inflammation of the ducts, immediate 
interference is demanded, anticipating, if possible, 
intrahepatic or extraneous abscess, crippling adhe- 
sions, puncture of the stomach, duodenum, or colon 
or a rapidly advancing and fatal peritonitis. These 
patients are often very ill and the surgical inter- 
ference is best limited to the essential relief of the 
pressing trouble, leaving extensive or time-consum- 
ing measures to the future. It is here that one dis- 
plays the best surgical skill and judgment, or the 
worst; the difference commonly resulting in success 
on the one hand or disaster on the other. 

That gall-bladder drainage has served well, that it 
clears up inflammation of the ducts and of the 
pancreas, if continued long enough, can scarcely be 
doubted, and even when a diseased gall-bladder is 
left for future attention because its removal might 
prove too hazardous, often by drainage the inflam- 
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mation disappears and no further intervention is 
needed. Cholecystectomy is distinctly, under any 
and all circumstances, a more serious operation than 
simple drainage. It has its very clear indications, 
which are being gradually enlarged and definitely 
indicated. 

For a discussion of the many incisions employed 
and their relative merits, reference is made to the 
work of Deaver and Ashhurst. It is well to bear in 
mind that upper abdominal incisions do not heal 
as promptly nor as securely as those in the lower 
abdomen. These wounds need good support and 
suturing for rather a longer time than is sometimes 
practiced. Too much emphasis cannot be laid on the 
importance of gentle handling of tissues. 

Cholecystotomy must have a very limited applica- 
tion. 

Cholecystostomy is the operation of choice in 
simple cholelithiasis with patulous ducts, in simple 
inflammation with associated pancreatic involve- 
ment, and in the face of severe inflammation in obese 
subjects where the urgency of the acute illness on 
the one hand, the technical difficulty on the other, 
or a combination of the conditions make it the most 
expedient course. 

The inversion of a cuff of the gall-bladder with firm 
closure around the dressed tube obviates suture of 
the gall-bladder to the abdominal wall and is thus 
often preventive of a dragging sensation and sub- 
sequent discomfort. 

Cholecystectomy is usually best performed from 
within outward. It consists in clamping and liga- 
tion of the cystic duct and artery and removal of the 
gall-bladder with closure of the bare space on the 
under surface of the liver as the organ is removed. 
Where the tissues are not infiltrated, the stump is 
closed over with redundant peritoneum, very much 
after the method commonly employed after appen- 
dectomy. This tends to prevent objectionable ad- 
hesions which may later cause symptoms; and, in 
furtherance of this latter object, the interposition 
of omentum or loose peritoneal fat between the 
stomach, duodenum, and the gall-bladder bed is 
strongly indicated, particularly in case the common 
duct is drained at the time. 

Cholecystenterostomy may have a definite indica- 
tion in complete stricture of the common duct in 
case of persistent biliary fistula and in the very 
dense, hard condition occasionally seen in pancreati- 
tis. Epwarp L, CorneELL. 


Scudder, C.L.: A Report upon One Case of Sple- 
nectomy. Azn. Surg., Phila., 1915, lxii, 530. 


Scudder reports a case of splenectomy for splenic 
anemia followed by resection of intestine for mesen- 
teric thrombosis. 

The patient was a poorly nourished Russian boy, 
18 years of age, who had had for 10 years at inter- 
vals bleeding from the nose and mouth and ecchy- 
motic spots over the body. The skin presented a 
bluish tint, was dry and harsh, and showed minute 
ecchymotic areas, bluish black in color. The spleen 
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extended 14 cm. below the costal margin in the 
nipple line. The Wassermann test was negative; 
white cells, 8,000; hemoglobin, 35 per cent; red cells, 
2,980,000. ‘Two transfusions of blood brought the 
hemoglobin up to 55 per cent. 

The spleen was removed with practically no loss 
of blood; it measured 32 by 13 by 6cm. Beginning 
a week after the operation, the patient gradually 
developed intestinal obstruction. Cccliotomy dis- 


closed a gangrenous ileum due to mesenteric throm- 
bosis. The diseased bowel was removed, an end-to- 
end anastomosis being made. The patient died the 
afternoon following the operation. No autopsy was 
performed. 

Interest centers in the fact that following a prop- 
erly conducted splenectomy a thrombosis occurred 
in a vascular system not directly connected with the 
vascular system of the spleen. E. H. Poot. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Beedle, G. A.: Reviewing the Subject of Bone Re- 
generation. J. Mo. St. M. Ass., 1915, xii, 490. 


The theories of bone regeneration are represented 
by two extreme groups: one maintaining that new 
bone comes entirely from periosteum, and the other 
believing that periosteum is only a limiting mem- 
brane, the regeneration coming from bone itself, 
or, in case of stripped periosteum, from osteoblasts 
clinging to the periosteum. Likewise in cases of 
bone-graft, some contend that the grafted bone is 
retained without change, while others state that 
the graft is not osteogenetic but osteoconductive. 

The author believes that the periosteum cannot 
generate bone if it consists only of its two coats, 
the fibrous and fibro-elastic layers; and that the 
alleged osteogenesis occurs only when part of the 
cortex is really left along with the periosteum. The 
life of the graft depends upon the maintenance of 
adequate circulation, and under such conditions the 
graft is not necessarily replaced. 

In open work on fractures, the sliding bone-graft 
taken from one segment to be embedded in a groove 
of the second is preferable to the inlaying of the 
section from another bone. Bone-plugs may be 
used to hold the graft snugly. He cites two cases: 
(1) a simple fracture with non-union in which he 
used the sliding graft; and (2) a badly comminuted 
fracture in which he used splintered fragments as 
autogenous grafts. Both results were excellent. 

R. G. PACKARD. 


Jefferson, G.: A Case of Paget’s Disease (Osteitis 
Deformans);a Note upon the Pathology. Brit. 
J. Surg., 1915, iii, 219. 

Up to 1910 Ellis collected approximately 158 re- 
ported cases. Jefferson’s patient was a male aged 
67. He noticed his legs were bent and that he was 
growing weaker. His head was sunk upon the 
chest; the spine was generally curved, and the legs 
bowed out so that with the feet approximated there 
was a gap of one foot between the medial femoral 
condyles. 

Briefly stated the changes in the skeleton in- 
duced by this disease may be said to be of a static 


nature, owing to the general softening of the bones, 
which is the chief feature of the earlier stages of 
the affection. Thus all the bony curves come to be 
exaggerated, and later a new deposit of bone be- 
neath the periosteum, and sometimes in the medul- 
lary cavity, leads to a considerable thickening of the 
bones. In this case there had been a shortening of 
three and one-third inches in the patient’s height, 
and he was obliged to wear a No. 714 hat instead of a 
6%. There was a fixation of the chest in the ex- 
piratory position. Arterial calcification was present 
to an extraordinary degree. 

The earliest of the changes in the bones which 
occur in this affection is softening, which leads to 
certain static changes, even in the bones of the 
cranium. Subsequent osteoid deposit only serves 
to make these deformities permanent. This de- 
calcification must affect the whole length of the 
bones more or less impartially, as the bendings are 
general and regular. The deposit of new bone 
seems to occur very early, since the patients de- 
scribe the thickening as synchronous with the curva- 
tures. It is not always quite exact to say that the 
bones are thickened; it is nearer correct to say that 
they are widened. 

Paget’s disease is in all probability not an in- 
flammation, but a disturbance of the internal se- 
cretions (especially thyro-parathyroid) which con- 
trol the calcium exchange of the body. 

The early stages of the disease are characterized 
by a general decalcification, bringing the affection 
into line with osteomyelitis fibrosa and to a limited 
extent with osteomalacia. At the same time an 
irregular bony proliferation occurs, sufficient in 
amount to overshadow in the urinary and intestinal 
excretion the absorbed bone salts. 

The disease may progress along different lines, 
presenting itself as an osteomyelitis fibrosa or having 
excessive lime deposits, the average being the mean 
between these two. Although a general disease, 
certain bones are more severely affected than others. 

The disease may be impossible of diagnosis while 
a single bone is affected, though the X-rays will 
often reveal disease in the early stages in other bones 
where it had not been thought to exist. 

Later, bone salts are deposited in large amounts, 
this stage being associated with calcium magnesium 
and phosphorus retention, as has been proved. 
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During the stage of softening, which may be 
prolonged and gradual, deformities are produced 
in all the bones, including the skull. 

The several varieties of bone changes which have 
been described by various observers of this disease 
may be explained by the morphological differences 
which the bones present at different stages of the 
malady, and the different forms — the fibrous or the 
osseous tissue predominating — which it may as- 
sume. 

Benefit may be looked for from the oral ad- 
ministration of extracts of the glands of internal 
secretion, although once deformities have occurred 
they will persist even if the disease is arrested. 

Puiie Lewin. 


Belot, J., Nahan, and Chavasse, A.: Radiotherapy 
of Bone and Joint Tuberculosis, Especially 
Spina Ventosa (Le traitement radiothérapique 
des tuberculoses ostéo-articulaires en particulier 
des spina-ventosa tuberculeux). J. de radiol., 1915, 
i, 641. 


The authors have treated a number of cases of 
bone tuberculosis with roentgentherapy and have 
taken radiographs during the course of recovery, 
some of which are reproduced. Their cases were 
mostly spina ventosa of the limbs in children. 

Children react more quickly to the rays than 
adults, but radiotherapy has been found of value 
even in adults. It is particularly indicated in 
closed, non-suppurating cases, just the ones in 
which surgery is not indicated. - Even suppurating 
cases, however, improve under radiotherapy. It 
was formerly feared that the rays might cause 
atrophy of the cartilages, but this has never been 
observed, except in severe cases where the disease 
itself has produced it. 

The rays are applied over several different fields 
so as to get the maximum deep effect with the 
least injury to the skin. In closed cases the swelling 
begins to abate after the second treatment; pain, 
when it exists, disappears quickly and joint function 
rapidly improves, not because of the action of the 
rays on the joint itself, but because they reduce the 
congestion and infiltration of the surrounding soft 
parts. Generally after 10 to 15 treatments clinical 
recovery is complete. Improvement of course is 
much slower in the suppurating cases. ‘The general 
condition improves, and it has been suggested that 
irradiation of the arms and legs of the patient with 
small doses of the roentgen rays would help to in- 
crease the general defensive power of the body. 
Details of 7 cases are giver. A. Goss. 


Kocher, T., Stoller, H., Huber, O., Garnier, P., 
and Schlitowsky, M.: Comparison of Old and 
New Methods of Treatment of Bone and Joint 
Tuberculosis (Vergleich alterer und _ neuerer 
Behandlungsmethoden von Knochen- und Gelenk- 
tuberkulose). Deutsche Ztschr.f.Chir., 1915, cxxxiv, 
I, 54, 113, 195, 242. 


These articles can all be discussed together, be- 
cause they all deal with the same subject, the 
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results of operative treatment of bone and joint 
tuberculosis as compared with the more recent 
heliotherapy, which the authors all believe has been 
accepted with too great enthusiasm by its advo- 
cates, and which they wish to place in a truer light. 

In the first article Kocher gives a general dis- 
cussion of the subject and statistics with reference 
to the different forms of bone and joint tuberculosis 
observed in his clinic in recent years. The follow- 
ing articles by his students discuss more in detail 
tuberculosis of the individual joints. 

As the first point in his argument against the 
exaggerated value of heliotherapy Kocher points 
out that Rollier, besides the heliotherapy, made very 
extensive use of orthopedic treatment, and that a 
part at least of his good results are to be attributed 
to this. Rollier was assistant in Kocher’s clinic 
for four years and has since put to excellent use what 
he learned there, as a supplement to his helio- 
therapy. Kocher does not dispute Rollier’s theories 
as to the cause of the good results of heliotherapy, 
effect of ultraviolet rays, pigment formation, etc., 
but he believes an open-air treatment carried out 
day and night, according to Halsted’s method, would 
give the same results as Rollier’s heliotherapy. 
With reference to other methods of treatment, such 
as brine baths, Koenig’s quartz lamp, roentgen rays, 
tuberculin treatment, Bier’s hyperemia, iodine and 
phenol treatment, Kocher agrees with Arndt that 
they are not to be compared with heliotherapy. 
But the drawback of heliotherapy treatment, which 
even its most ardent advocates cannot dispute, is 
its long duration and the great amount of time and 
money that it takes to stay for years at a mountain 
sanitarium. This excludes all but the wealthy 
classes. But even then it is not justifiable to treat 
bone and joint tuberculosis with a purely expectant 
and hygienic treatment. Radical local treatment, 
if performed under proper indications and with the 
proper technique, cannot be supplanted by any 
other method of treatment, and when the physician 
by the removal of a tubercular focus or sequestra 
can within a few weeks bring about recovery in a 
condition that would otherwise incapacitate the 
patient for years, it is manifestly his duty to op- 
erate. There may be danger in operation if other 
organs are involved, especially in children, in old 
people, in neglected cases or where other infections 
coexist, for instance with pus cocci or colon bacilli. 
Under these circumstances free air and sunshine 
treatment is indicated, in combination with or- 
thopedic measures, and even then only until favor- 
able conditions are re-established for operation. In 
patients for whom it is impossible to spend as much 
time and money as is required by heliotherapy, 
radical operation is certainly indicated, consisting 
of total excision of bones, total resection of joints, 
or even atypical operations, which however must 
always totally remove the local tubercular focus. 

The indications are quite different in the different 
bones and joints. Kocher gives pictures of the 
different forms of local disease. One point of in- 
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terest is the decrease in the number of cases coming 
to his clinic in recent years, especially of hip and 
knee tuberculosis. This is to be attributed in 
part to the increasing number of hospitals with 
competent operators, but also in part to the in- 
creasing predilection for conservative methods of 
treatment. His conclusions with reference to the 
different forms of the disease are as follows: 

1. Spondylitis. There is no question that these 
cases should be given open-air and sunshine treat- 
ment, combined with the proper orthopedic treat- 
ment and that they should be kept in bed. Aside 
from puncture and aspiration and the injection of 
iodoform glycerine injections in burrowing abscesses 
no surgical intervention is indicated. 

2. Shoulder-joint. Kocher believes, with Koenig 
and Garré, that arthrotomy and resection are in- 
dicated, combined with general treatment and cor- 
rect after-treatment. 

3. Elbow-joint. In view of the 10 to 22 per cent 
of deaths which eventually occur from this condition 
there can be no doubt that this form of tuberculosis 
is very frequently complicated by tuberculosis of 
other organs and that therefore general treatment 
is indicated. But if it is impossible for the patient 
to carry this out for a long time, then resection 
should be performed, as the operation is without 
danger and the results of operative treatment are 
much better than those of general treatment with- 
out heliotherapy. The strictest asepsis should 
prevail during the operation and permanent anti- 
sepsis be maintained by the use of iodoform. 

4. Wrist-joint. There is scarcely any other 
joint where the excellent results of operation are 
better illustrated, and where total resection may be 
proposed without any hesitation. Partial resec- 
tions are justified only for special indications, such 
as necroses, abscesses, etc., where the process is 
circumscribed. 

5. Tubercular coxitis. The ideal treatment 
for this is years of fresh-air treatment, either in the 
mountains, the lowlands, or the sea-coast, com- 
bined with orthopedic treatment. But for people 
who cannot afford this treatment operation is in- 
dicated. 

6. Tubercular gonitis. Operation, especially 
radical resection of the knee-joint, gives as good 
results as years of heliotherapy. The cure takes 
not more than six weeks, while heliotherapy takes 
months or years. There is this difference, however, 
that the latter may leave a mobile joint, while 
operation leaves ankylosis. 

7. Tuberculosis of the foot. Radical operation 
gives the best results. Partial operations give rise 
to many recurrences and often render later amputa- 
tion necessary. The functional results of operation 
are very satisfactory. Generally the function of the 
ankle is restored in a comparatively short time, 
though perhaps not so completely as it is in favorable 
early cases by very long continued heliotherapy. 

Of particular interest is Kocher’s comparison of 
his operative results with those of Garré. Kocher 


operated more radically on the wrist, Garré on the 
ankle. Kocher got better results in the wrist, 
Garré in the ankle. Kocher agrees in general with 
Garré and Arndt, except that they think less of op- 
eration in coxitis than he does. 

In the other articles by Kocher’s associates there 
are presented more complete statistics with reference 
to the individual forms of joint tuberculosis. Many 
case histories and bibliographies are given. 

A. Goss. 


Gangolphe, M.: Gunshot Injuries of Bones and 
and Joints (Lésions osseuses et articulaires par 
armes a feu). Lyon chir., 1915, xii, 443. 


Gangolphe gives the details of treatment of 
different joints. His general conclusion from his 
work as head of a military hospital is that the thing 
of paramount importance in the treatment of such 
injuries is absolute immobilization. Before the 
war he was rather inclined to surgical intervention, 
but now he rarely resects and only amputates when 
the patient’s life demands it. Rifle bullets should 
be left alone, as they are rarely infected, and prob- 
ing for them is more apt to carry infection than to do 
any good. Injuries with shrapnel and shell are 
generally infected, and free opening up and dis- 
infection of the wound is indicated. On opening 
up such wounds he has often found signs of diffuse 
phlegmon and after incision pain stopped and the 
temperature fell to normal. After free incision and 
drainage the treatment should consist of frequent 
and prolonged local baths with antiseptic solutions. 
Moist dressings are very bad as they do not ac- 
complish the purpose intended and they macerate 
the skin. 

While appreciating the value of radiography 
Gangolphe believes that it sometimes does harm, 
because the sight of projectiles or bone fragments 
may lead the surgeon to think operation necessary, 
when immediate disinfection and absolute immo- 
bilization would have served the purpose better. 
He also gives a warning against the puncture of 
joints that are suspected of being infected. He 
finds plaster casts the best means of immobilization. 
The chief value of resection is that it furthers 
drainage. The benefits attributed to it by those 
who practice it are due rather to the free incision 
and drainage that accompany it than to the re- 
moval of the articular surfaces. A. Goss. 


Graff: Mobilization of Ankylosed Joints (Zur 
Mobilisierung versteifter Gelenke). Deutsche med. 
Wchnschr., 1915, xli, 1502. 


The author in discussing the causes of stiffening 
of the joints after injuries gives an urgent warning 
against the too prolonged immobilization of joints 
that are not directly injured. Every time the dress- 
ings are changed the joints should be carefully 
moved, and if there is no injury of the bone it 
should be possible for the patient to make slight 
movements inside the dressings; this is particularly 
important in the finger joints, for the metacarpo- 
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phalangeal joints are especially sensitive. Stiffness 
of the joint may be caused not only by injury of the 
joint itself, but by extensive injuries of the soft 
parts; injuries of muscle and tendons may cause 
stiffness by cicatricial contractures, and contrac- 
tion of the capsule may bring about atrophy of the 
joint. 

In treatment the first thing to be determined is 
whether the ankylosis is fibrous or bony. If the 
former it may be broken by force, but this is seldom 
effective and if great force is used it may cause 
hemorrhage that makes the condition worse. Im- 
provement is obtained more slowly but more surely 
by the use of active and passive movements, baths, 
brine, mud and hot air baths, and mechanical 
measures. 

In bony ankylosis the only treatment is operative 
ankylosis. Graff discusses the history of this opera- 
tion, 1ts indications and prognosis, warning against 
performing it too soon after infection. He describes 
a case of bony ankylosis of the elbow-joint with 
operation and interposition of muscle and fascia, 
chiefly from the triceps, in which almost complete 
restoration to normal was accomplished. This 
operation should be very valuable in war injuries. 

A. Goss. 


Payr: Joint Injuries and Suppurations and Their 
Treatment (Gelenkverletzungen, Gelenkeiter- 
ungen und ihre Behandlung). Muenchen. med. 
Wehnschr., 1915, \xii, 1241, 1282, 1321. 

A distinction should be made between the be- 
nign superficial suppurations, rich in exudates, 
which Payr calls empyema, and the malignant 
capsular phlegmons, which involve all the soft 
parts and deep tissues and constitute panarthritis. 
In the latter, necroses and abscesses in and under 
the synovial membrane lead to perforations of 
the capsule and finally to para-articular phlegmons 
and abscesses. 

The great majority of capsule phlegmons are not 
primary, but arise secondarily from empyema. To 
prevent their development is the most important 
part of treatment. ‘The tendon-sheaths and burse 
lying near the joint are anatomical points where the 
pus is apt to break through. Abscesses may ex- 
tend along the tendon-sheaths and through the 
loose intermuscular connective tissue till they reach 
a great distance from the suppurating joint. Many 
joint infections arise from the penetration of small 
fragments of bullets through the capsule, so small 
that they are not noticed at first. The foreign body 
abscess that forms around them may not manifest 
itself till some days after the major joint injury has 
apparently recovered. Even after incision and 
drainage of the joint such a focus of infection may 
lead to repeated re-infection and very severe capsule 
phlegmon; it should always therefore be removed. 
Fragments of projectiles in the body of the joint or 
in the capsule furnish such foci of infection, as do 
also suppurative gunshot fractures near the joint, 
as fissures may extend into the joint. 
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Besides removing the focus of infection provision 
should be made for draining away the exudate for 
some time. In empyema small incisions are some- 
times sufficient, but in severe cases there should be 
drainage for a time with glass tubes. After empty- 
ing out the cavity of the capsule it should be filled 
with an antiseptic fluid, in order to keep it distended 
and prevent adhesion. From fibrinous adhesions 
and swelling of the synovia danger arises, even in 
opened joints, of local rise of pressure in the exudate 
and the transformation of a superficial into a deep 
suppuration. To prevent this the capsule should 
be filled and the joint cavity closed as quickly as 
possible. Hinge joints show the peculiarity of 
often having the infection limited to one side, the 
body of the joint forming a wall against the exten- 
sion of the infection to the other side. 

Care should be exercised to make the incision on 
the side that is primarily infected; otherwise the 
infection may be disseminated to the sound side of 
the joint. If severe infection demands long-con- 
tinued drainage, the drainage should be backward in 
the shoulder, knee, and hip, to insure the freest 
discharge of the secretion. In severe capsule phleg- 
mons if this treatment is not sufficient, the joint 
should be laid open, severing important ligaments 
and tendons temporarily. Infections that have be- 
come chronic, especially in ball and socket joints, 
frequently demand late resection. Primary re- 
section is seldom indicated. Almost all the large 
joints have points at which capsule perforation and 
extension of suppuration is apt to take place and a 
careful study of their topographical anatomy is 
necessary for effective treatment. With such knowl- 
edge severe complications can often be prevented. 

Except in the cases of extensive crushing and de- 
struction of tissue and in primary gas phlegmon the 
ultimate aim of all treatment should be the re- 
establishment of function. With careful treatment 
this can be attained even in very severe cases. The 
fear of early movement, especially in empyema, is 
very much exaggerated, and functional after treat- 
ment is apt to be delayed too long. To be effective 
it should be begun early. A. Goss. 


Higgins, W. H.: Luetic Arthropathies. Am. J. 
M. Sc., 1915, cl, 733- 


Joint syphilis is much more common than Ameri- 
can textbooks would indicate; Schuller states that 
7 per cent of all joint diseases in children are spe- 
cific. 

The author cites two joint cases: one closely 
simulating acute rheumatic fever in its history, 
mode of onset, and general symptomatology; the 
other a chronic polyarticular involvement with 
rigidity, swelling, and tenderness. Each gave a 
positive Wassermann, and each cleared up on 
antisyphilitic treatment. 

Higgins makes the following tabulation: 

1. Congenital syphilitic lesions: 

a. Osteochondritis syphilitica, usually not in- 
volving the joint itself. 
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b. Simple synovial effusion, occurring mostly in 
children, usually painless, and not impairing motion. 

c. Deforming arthropathy, usually due to osteo- 
phytic outgrowths from epiphyses causing anky- 
losis. 

2. Acquired syphilitic lesions: 

a. Arthralgia, frequently decreased rather than 
increased by motion, and showing no definite 
pathology. 

b. Acute synovitis generally accompanied by pain. 

c. Hydrarthrosis, slow in onset, painless, not im- 
pairing motion, and most often affecting the knee. 

d. Infections of bursa, usually of those uncon- 
nected with joints, the joints themselves being free 
from involvement. There is little or no disability. 

3. Late syphilitic lesions: 

a. Gummatous arthritis, originating in extra- 
capsular oedema. 

b. Gummatous osteo-arthritis, simulating arthritis 
deformans. 

c. Acute or chronic synovitis, showing more or 
less painful, intermittent effusion into the joint, 
and capsule thickening. 

d. Charcot joint. 

The author offers no differential diagnosis. 

R. G. PACKARD. 


Kleinberg, S.: Subdeltoid Bursitis. Med. Rec., 
1915, Ixxxvili, 870. 


The author reviews the anatomy, etiology, and 
pathology of this interesting condition. He takes 
exception to a statement recently made by Brickner 
that no case in which lime deposits in the bursa were 
demonstrated by X-ray was relieved except by op- 
eration. From his experience the presence of calcar- 
eous deposit does not preclude complete relief under 
non-operative methods. The most reliable symptom 
is limitation of abduction and rotation. 

The author has found treatment by immobiliza- 
tion in extreme abduction very impracticable. 
Instead of this in the acute stage he immobilizes 
with adhesive plaster or plaster of Paris with the 
arm in the position in which it is found. In more 
chronic cases he resorts to frequent stretching and 
proper exercises. When the adhesions are of long 
standing or in order to shorten the period of con- 
valescence he advises the excision of part of the 
bursa. G. I. Bauman. 


Borchers, E.: Caution Necessary in the Use of 
Oxygen in Treating Gas Phlegmon (Vorsicht 
bei der Sauerstoffbehandlung der Gasphlegmone). 
Muenchen. med. Wchnschr., 1915, \xii, 1338. 

Borchers thinks there is considerable danger in 
the use of oxygen in the treatment of gas phlegmon. 

He reports three cases in which he used it with ap- 

parently good results, but in a fourth case the pa- 

tient died on the operating table and the large 
vessels and the right heart were found distended with 
gas. Experimental work has also shown that 
large amounts of the gas may collect in the right 
heart. Four other fatal cases besides the author’s 


have been reported and he thinks that others have 
doubtless occurred. In view of the fact that the 
use of oxygen is dangerous and that the results of 
purely surgical treatment are quite satisfactory he 
advises giving up the use of oxygen. A. Goss. 


FRACTURES AND DISLOCATIONS 


Wachtel, H.: Value in Diagnosis and Treatment of 
the Finer Details of the Roentgen Picture of 
Fractures (Uber die diagnostische und thera- 
peutische Bedeutung der feineren Details der 
Frakturbilder). Muenchen. med. Wchnschr., 1915, 
Ixii, 1561. 


The various steps in the healing of a fracture can 
be followed in the roentgen picture, and any patho- 
logical processes that develop may be detected. 
The first appearance of callus is in the form of ir- 
regular, structureless, whitish masses. Gradually 
these coalesce and connect the fractured ends of the 
bone and extend out into the soft parts so that the 
whole gap in the bone is filled in and the ends of the 
bone and any fragments contained in the callus 
disappear in the general shadow of the callus. 
Finally from the callus develops the usual bone 
structure. When the first whitish spots begin to 
appear, simple reduction can still be performed, but 
after definite bone structure is shown any reposition 
must be operative. If as the callus shadow de- 
velops fragments of bone can clearly be seen in it, 
thus indicating that these fragments are not in- 
corporated in the callus but that there is suppura- 
tion around them, incision and evacuation of the 
pus are indicated. Often a bridge of callus forms 
across the gap so as to make the bone capable of 
function, but the picture still shows fragments to 
one side of the bridge, which should be removed. 
There may be a post-traumatic osteomyelitis shown 
in the picture, and in that event the osteomyelitis 
and not the fracture needs treatment. A. Goss. 


Schreyer: Treatment of Fractures of the Humerus 
(Behandlung von Oberarmfrakturen). Deutsche 
med. Wehnschr., 1915, xli, 1504. 


Schreyer points out that during the course of the 
war the treatment of fractures of the humerus at 
the reserve hospital has changed somewhat. The 
basic principle, extension with permanent traction, 
has remained the same. But at first the traction 
was applied with the arm extended, so that there 
was traction on both flexor and extensor sides of the 
forearm; now the extension is applied only to the 
upper arm. Even when there is very extensive 
injury of the soft parts there is generally enough 
normal space left to apply the extension strips. Ad- 
hesive plaster strips are generally applied to the 
outer and inner sides of the upper arm and fixed by 
a few turns of a bandage around them. The arm is 
laid on a table placed beside the bed so that the 
axis of the arm and that of the body form almost a 
right angle. This prevents stiffening of the shoulder 
joint while the arm is lying idle. 
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Systematic passive movement must be carried 
out, either by the physician himself on his visits 
or when the dressings are being changed. They can 
be begun a few days after the injury. The arm is 
seized above the condyles and by traction on it, 
aided by countertraction by the patient himself, the 
fractured bone is held at rest. The shoulder and 
elbow joint can be carefully exercised. By carry- 
ing out these exercises twice a day even a slight 
degree of stiffening can generally be avoided. The 
patient himself can exercise the wrist and finger 
joints and practice pronation and supination, for the 
forearm is not splinted. Passive movements of 
course are only carried on until consolidation 
takes place; after that active movements are more 
effective. Schreyer described eight cases showing 
the excellent results of this method of treatment. 

A. Goss. 


Steinke, C. R.: Fractures of the Femur. Ann. 
Surg., Phila., 1915, lxii, 610. 

A report of 62 traceable cases of fracture of the 
femur treated at the Episcopal Hospital from 1905 
to 1915 shows that fractures of the neck were more 
frequent in the aged of the female sex, with a mod- 
erate disability period; fractures through the 
trochanter all occurred in males, with a long dis- 
ability period; all fractures of the lower end were 
in males, with an average disability of six months; 
fractures of the shaft were most frequent, gave best 
results, had the shortest disability period, and oc- 
curred most frequently in the male sex. 

“James R. Martin. 


Hibbs, R.S.: Anteversion of the Neck of the Femur 
in Connection with Congenital Dislocation of 
the Hip. J. Am. M. Ass., 1915, lxv, 180r. 


In cases of congenital dislocation of the hip, 
where correction is made difficult or impossible on 
account of an anteversion of the head and neck of 
the femur, Hibbs advises an osteotomy at the lower 
third of the femur to correct the anteversion before 
attempting to correct the dislocation, and to replace 
the head of the femur in the acetabulum at a later 
time, when the anatomic conditions are more favor- 
able, as a result of the osteotomy. He attributes 
many of the failures in the treatment of congenital 
dislocation of the hip to an anterversion that has 
not been recognized before operation. Cases are 
quoted and excellent results reported. The article 
is illustrated by radiographs and photographs. 

A. J. Davipson. 


Frisch, O. von: Treatment of Compound Fractures 
of the Femur (Behandlung der komplizierten 
Oberschenkelbrueche). Wien. klin. Wchnschr., 1915, 
Ixii, 1299. 

The author has had abundant material to deal 
with since the war which has necessitated a change 
of opinion as to some therapeutic measures. Most 
surgeons are more conservative with reference to 
operation in infected fractures than they were at 


the beginning of the war. He emphasized the 
question of the extraction of sequestra, particularly 
in infected fracture of the neck of the femur. In 
comminuted fractures in other locations it has been 
found that a loose fragment of bone forms a seques- 
trum without suppuration and can be left alone, but 
this does not seem to be the case at the neck of the 
femur. 

The author had four cases in which severe suppura- 
tion of the upper end of the femur was due to se- 
questration of the head of the femur, and after it was 
removed the suppuration rapidly disappeared. In 
all four cases the head had necrosed. Three of the 
patients were still under treatment, but the fourth 
was demonstrated to the society. He was wearing 
an apparatus that enabled him to walk. The 
author, therefore, concludes that while sequestra of 
the shaft of the bone may be left to heal of them- 
selves the head should be removed if it is fractured. 
Its greater tendency to suppuration is due to the 
poorer blood supply of the upper end of the bone. 
The same is true of the neck of the humerus. 

A. Goss. 


Roberts, J. B.: The Treatment of Fractures, a 
Lost Art. Penn. M.J., 1915, xix, 74. 


The author calls attention to the lack of instruc- 
tion in bloodless non-operative treatment of closed 
fractures, and ascribes the “operative addiction” 
to the failure to lay stress upon such fracture treat- 
ment in medical schools, the lack of experience 
offered internes and young practitioners in hospitals, 
and the tendency to show blood-letting or open 
fracture treatment in clinics. 

‘ighty-five per cent of subcutaneous fractures 
give good anatomical and functional results with 
efficient care. Open operation, therefore, has an 
imperative field in about 15 per cent of closed 
fractures and a somewhat larger per cent in open-air 
(compound) fractures. 

The author believes the calamities resulting from 
the modern “operative addiction” is resulting in a 
change of attitude in the medical profession which 
will result in the establishment of hospital fracture 
wards and better treatment by successful sub- 
cutaneous methods. Open operation is sometimes 
imperative, but may be avoided by examination 
under ether and setting by skilled hands in the 
majority of cases. H. W. Meverp1ne. 


Schmerz, H.: Extension Treatment with Calipers 
in Gunshot Fractures (Die direkte Klammer- 
extension bei Knochenbruechen, insbesondere bei 
Schussfrakturen). Beitr. z. klin. Chir., 1915, xcvii, 
425. 

Schmerz describes his method of treating frac- 
tures. A sharp pointed caliper is inserted into the 
bone to which the extension is to be applied, and 
the weight is hung on a ring at the outer extremity 
of the calipers. The principle is the same as that 
in Codivilla’s nail extension. The calipers are 
made in various sizes, adapted for use in bones of 
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all sizes. Illustrations are given of the method of 
applying them and roentgenograms show the re- 
sults in cases that have been treated in this way. 
The calipers should not be inserted into a haema- 
toma, nor into phlegmonous or suppurating tissue. 
The calipers should not be driven into the marrow; 
they must avoid the joint, and in growing individuals 
they should not pass through the intermediate 
cartilage. The best points for inserting the calipers 
in the different bones are given. The skin is dis- 
infected with tincture of iodine or tannin alcohol at 
the points where the calipers are to be inserted; 
local anesthesia is given with 2 per cent novocaine. 
A small incision is made through the soft parts and 
through the periosteum and the points of the 
calipers inserted. It has been found that there is 
less pain in this way than when the points are pushed 
in without a previous incision. There is of course a 
slightly increased danger of infection, but this can 
generally be avoided with care. 

A close watch should be kept over the patient 
after the extension is applied to see that the calipers 
do not cut through soft parts or bone and to see 
whether any inflammation is beginning around the 
points of insertion. 

Much less weight is required than in adhesive 
plaster extension. The weights used vary, but on 
an average 3 to 5 kg. is enough for the leg, 5 to 8 kg. 
for the femur, 4 to 5 kg. for the elbow, and about 1 kg. 
for the fingers and toes. The average duration of 
extension is 18 to 21 days for the leg, 4 to 5 weeks for 
the femur, 18 to 20 days for the arm, and about two 
weeks for the small bones of the hand and foot. 
After this length of time of course there is only a 
soft callus, but a splint or plaster cast can then be 
applied. 

The disadvantages of this method as compared 
with adhesive plaster extension are that a small 
wound must be made in the soft parts, which per- 
sists for a while after the cessation of treatment; the 
pain which occurs in some cases; the danger of in- 
fection, which is slight, but must be considered; 
and the possibility of overcorrecture if too great 
weight is used. Its advantages are that it acts 
directly on the peripheral end of the fractured bone; 
the possibility of exercising very strong traction; 
the unformity of this traction throughout the 
treatment, while the adhesive plaster strips easily 
pull off; the slight surface affected by the traction; 
the fact that not only the fractured point but the 
whole limb is left readily accessible to treatment. 
This makes it possible to begin after-treatment very 
early. It is particularly valuable in cases where the 
limb is so severely injured as to leave little room for 
the application of adhesive strips. A. Goss. 


Moore, J. E.: Operative Treatment of Bad Results 
After Fracture. Surg., Gynec. & Obst., 1915, xxi, 
650. 

The two great misfortunes that may follow frac- 
ture are non-union and deformity accompanied 
by disability. Experience has demonstrated that 


syphilis is not nearly so common a cause of non- 
union as was formerly believed. Most cases of 
non-union occur in healthy individuals of middle 
life, old age and youth being comparatively exempt. 
Non-union in fracture of the neck of the femur is 
not due to age, but to the fact that the frag- 
ments are not brought in apposition and held there. 

Fracture of the neck of the femur is quite common 
in youth and childhood; many cases of coxa vara 
are really unrecognized fractures of the neck. 
Since the advent of the X-ray there is no excuse for 
non-union due to improper adjustment of fragments. 
Non-union is excusable only in those patients who, 
for reasons not understood, have not the power of 
producing osteoblasts. It is useless to apply Lane’s 
plate in these cases. It is now possible to secure 
bony union in a large percentage of these cases by 
the use of the bone-graft. The presence of the 
graft undoubtedly stimulates osteogenesis. Wheth- 
er the graft itself has osteogenetic properties is 
a mooted point. Grafts from the patient’s own 
person are the best, and retained periosteum adds 
to its efficiency. Whether the periosteum has real 
osteogenetic properties is still a disputed question. 

The Buchanan method, in which a piece of bone 
is removed from each of the two fragments, one long 
and one short, and then transposed so that the long 
piece bridges the seat of fracture, has been used most 
frequently by the author because it can be done 
successfully with the mallet and chisel. The most 
commonly accepted method is guttering the frag- 
ments and filling the gutter with a transplant 
taken from the patient’s tibia. The only objection 
to this method is that it requires an electric bone 
saw. The author recommends that no unabsorb- 
able material be used. 

Operations for the relief of deformities are often 
disappointing, but sometimes very gratifying; they 
are always difficult. The difficulty is to prevent the 
formation of new bone after the operation which 
will interfere with the function of the limb. The 
best means of defense in these cases is to cover the 
raw surface with fascia taken from the patient’s. 
body. In compound fractures operation should be 
undertaken early before Nature has thrown out 
new bone in a faulty position. In every case in 
which the fragments can not be properly adjusted 
by manipulation open operation should be resorted 
to. The author cites a number of illustrative cases 
and recommends the use of the osteoclast to reduce 
the deformity in Pott’s fracture, insisting that the 
reduction should be made before bony union has. 
commenced, and that the limb should be put in a 
position of overcorrection so that it will be unneces- 
sary to introduce any foreign material to hold the 
fragments in place. 


Lowman, J. B.: The Treatment of Complicated 
Fractures and Present Opinion of Operative 
Treatment. Penn. M.J., 1915, xix, 75. 


Little had been written regarding open operation 
for fractures until the X-rays brought forcibly to 
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the attention of the profession the poor results 
both functional and cosmetic and the possibility 
of medicolegal complications. Following the X-ray, 
Lane’s paper before the American Medical Asso- 
ciation at Atlantic City stimulated surgeons every- 
where in the use of the open method, plates, etc., 
and many failures resulted, due to careless tech- 
nique. 

A study of fracture plating has taught (1) that in 
some instances delayed union is present because, of 
too close approximation and immobilization, in- 
hibiting callous formation; (2) that it produces bone 
absorption; (3) that it produces infection and bone 
necrosis; and (4) that compound fractures should 
never be plated. 

Indications for open treatment are: (1) fractures 
that cannot be properly reduced; (2) fractures in 
which no crepitus can be elicited, foreign bodies 
such as muscle and fragments of bone intervening; 
(3) complicated fractures about joints that cannot 
be reduced. 

Bone-grafting was the next advance in fracture 
treatment and is far superior to other methods. 
Yet such fractures as the thigh, etc., are offered 
ideal treatment by plating, when not properly 
reduced. 

Of 25 cases of fracture of the thigh, 23 returned 
to their usual work in six months, while 20 of 25 
cases treated by the closed method were required 
to seek lighter work. Only one plate required re- 
moval from the thigh, though in the tibia and other 
more exposed areas plates were removed much more 
frequently. "i 

The author advises that Wassermann tests be 
made in all operative bone cases. He is convinced 
that plating in some cases prevents union, and has 
had the experience of seeing patients return after 
six or seven months with bent plates and no evidence 
of union. Bone pegs are recommended in delayed 
union. 

In amputations, periosteum is not especially cared 
for and no ill results follow. Periosteum is looked 
upon as a limiting membrane. Bone transplanted 
from one specie to another does not grow, but 
transplanted from one person to another it is suc- 
cessful in 40 to 50 per cent of cases, while autogenous 
grafts are successful in 99.5 per cent of cases. Bone 
transplants seem to have a certain immunity to in- 
fection, especially tubercular. Rigid adherence to 
Lane’s technique is recommended. 

Living bone must be brought in contact with 
living bone for successful grafting in non-union. 
In order to accomplish this one must be sure to get 
the graft beyond the area of sclerosis at the ends, 
for here bone proliferating cells are scarce. 

Treatment of fractures though revolutionized 
in the past ten years is gradually returning to the 
more conservative methods. It has been found 
that the poor results have been due to bad technique 
and the use of plates, prohibiting union. The 
ideal method of approximating fractures is with 
the autogenous bone-graft; and better results are 
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obtained by open method in fractures around and 
in the joints that can not be reduced. 
H. W. MEYERDING. 


Ansinn, O.: Extension Apparatus with Passive 
and Automatic Movements La i omg “ne 
parate mit passiven und mit automatischen Gelenk- 


bewegungen). Beitr. z. klin. Chir., 1915, xcvii, 559. 


The author describes an extension apparatus for 
fractures of the long bones of the leg. By means of 
this apparatus passive motion may be applied to 
the hip, knee, and ankle joints throughout the course 
of treatment without disturbing the extension. He 
also describes an improvement of this apparatus, 
which makes it possible to get automatic move- 
ments of these joints by means of an electric 
motor. 

He gives case histories of 9 patients treated with 
his apparatus and 3 by the usual motionless ex- 
tension, giving illustrations of the degree of motion 
attained at the end of treatment and roentgenograms 
of the fractures. The g patients were able to lift 
the foot onto a chair immediately upon removal of 
the extension and never used crutches at all. The 
other 3 could not make active movements at all, 
and only very slight passive motion was possible. 

M. M. Matrutes. 


Angelvin, N.: A New Method of Reducing Dis- 
locations of the Shoulder. Med. Press & Circ., 
1915, C, 464. 

The author describes his method of reducing 
dislocations of the shoulder and claims for it the 
ability to reduce the dislocation without the use of 
anesthetic or assistance. His method briefly is as 
follows: 

The first step is to raise the dislocated arm and 
place it in abduction. ‘The second step is to pass 
the patient’s arm over the operator’s neck, making 
a fulcrum of the patient’s side, in order to exert 
necessary traction. The surgeon firmly holds the 
dislocated arm with his far hand, and makes ex- 
tension by twisting his shoulders. With his free 
hand he can manipulate and direct the movements 
of the humerus and humeral head, and without 
undue violence he has force at his disposal to reduce 
the dislocation. 

A case is described, also the mechanism of the 
dislocation of the shoulder-joint. 

C. C. CHATTERTON. 


Watkins, J. T.: Congenital Dislocation of the Hip 
Reduced by Manipulation Followed by Ar- 
throtomy. J. Am. M. Ass., 1915, lxv, 1803. 

The author records a case of a congenital disloca- 
tion of the hip in a muscular boy of 6 years, the re- 
duction of which by the manipulative method was 
uncertain and unsatisfactory. An arthrotomy was 
performed at a later date. No definite cause for 
the lack of success could be determined at operation, 
at which time the reduction was easily made and 
with excellent stability. A. J. Davipson. 
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SURGERY OF THE BONES, JOINTS, ETC. 


Morestin, H.: Transplantation of Cartilage in 
Reparative Surgery (Les transplantations car- 
tilagineuses dans la chirurgie réparatrice). Bull. 
et mém. Soc. de chir. de Par., 1915, xli, 1994. 


Cartilage has long been used in rhinoplasty, but 
Morestin has found it extremely valuable also in 
other operations for the repair of loss of substance. 
He gives detailed histories of 23 cases in which he 
has used it, with illustrations of several before and 
after operation. He divides the cases into three 
groups: (1) those in which the cartilage was used to 
repair gaps in the skull, or to reconstruct the upper 
border of the orbit; (2) operations on the malar bone 
and the lower and external part of the orbit; and 
(3) operations on the lower jaw. 

Any cartilage can be used, but practically the 
costal cartilages of the sixth, seventh, and eighth 
ribs are the only ones that are easily obtained. 
Resection of these cartilages has no bad effects 
whatever on the patient — neither pain, interference 
with respiration, nor tendency to hernia resulted. 
The cartilage can easily be cut into any shape de- 
sired to fill the breach in question, and in this re- 
spect is superior to any other material. In spite of 
the fact that it can be handled so easily it is as 
resistant as bone. ‘The grafts take readily and 
quickly adapt themselves to their new surroundings; 
and not only do they take immediately, but they 
are permanent. The cartilage lives indefinitely 
without undergoing absorption or suffering any 
appreciable decrease in size. Cartilage from an- 
other person may be used with equal success. 

A. Goss. 


Tongu, Y.: Transplantation of Bone-Marrow 
(Ueber ‘Transplantation von Knochenmark). 
Mitth. a. d. Med. Fak. d. k.-jap. Univ., Tokyo, 1915, 
Xiv, 275. 

The author describes his experiments on rabbits 
and dogs. He removed the bone-marrow and made 
an emulsion which he injected subcutaneously or 
intramuscularly. The experiments lasted for 11 to 
31 days, after which the injected places were cut 
out and examined microscopically. In other cases 
the bone-marrow was transplanted zm folo, and in 
still others a periosteum emulsion injected. He 
found that the osteoblastic activity of the bone- 
marrow was very much decreased when it was in- 
jected in the form of an emulsion. This is due 
partly to the loss of regenerative power on account 
of the crushing of the osteoblastic elements, partly 
to the insufficient volume of the marrow as a matrix 
of new bone formation, and partly to the increase 
in the surface of the surrounding tissues for ab- 
sorption. The new bone tissue that was formed 
finally disappeared again from absorption. Where 
the marrow was transplanted entire there was a 
ring of new bone formed around it. The marrow, 
especially the central part of it, generally under- 
went necrosis. 

The new bone formation is the greatest when 


emulsion of periosteum is injected, next when mar- 
row is transplanted im toto, and least when emulsion 
of marrow is injected. A plate is given showing the 
microscopic appearance after injection of bone- 
marrow emulsion. A. Goss. 


Sick, C.: Changes in the Stumps of Amputated 
Bones (Veraenderungen an knoechernen Amputa- 
tionsstuempfen). Deutsche med. Wchnschr., 1915, 
xli, 1501. 

In the stumps of amputated bones there is al- 
ways extensive atrophy of the bone due to ab- 
sorption of bone substance. The external surface 
of the bone is rough and shows numerous fine linear 
openings; the marrow cavity is larger than normal 
and the compact part of the bone is more or less 
separated into layers. There is a decrease in the 
number and size of the trabecule of the spongy part 
of the bone, and sometimes even a complete dis- 
appearance of them. The points of insertion of 
muscles, tuberosities, linea aspera, and trochanters, 
are smoother and flatter. This atrophy is most 
marked if the bone is compared with that of the 
other side. 

It is found that the weight of the amputated bone 
is not more than one-half or even one-third that of 
the sound side. This was found in all the stumps 
examined — about 50 cases. Almost all stumps are 
closed in at the end with bone, which may be only a 
very thin layer or may be firm and thick. In 
amputation of the femur there is an increase in 
the size of the angle between the shaft and the neck, 
especially if the stump is short, showing increased 
traction and decreased pressure. A. Goss. 


ORTHOPEDICS IN GENERAL 


Napier, C. D.: Preventive Orthopedics in Infancy 
and Childhood. Long Island M. J., 1915, ix, 457. 


The author reviews the most common deformities 
of infancy and childhood and calls special attention 
to the principles of orthopedic treatment of them. 

Congenital deformities cannot be prevented, but 
an exaggeration of them and subsequent disability 
can be. Club-feet he thinks should be corrected 
early to prevent overstretching of the muscles, and 
the treatment should be continued until the muscles 
and bones have become accustomed to the new posi- 
tion, and a proper muscle balance is obtained. Also 
in discussing congenital dislocation at the head of the 
femur, he recommends early and continued treat- 
ment until the head of the bone remains fixed in the 
socket. He states that a year is his usual time for 
continuing the use of the plaster. Deformities due 
to rickets, and children suffering from this disease, 
should receive special care as to sitting and creeping, 
and care should be used in carrying the child. He 
suggests that no child should be allowed to begin to 
walk until he is at least a year old. In slight de- 
formities he recommends that the mother be taught 
how to manipulate the child’s limbs or to adjust a 
brace, and urges that operation be used only as 
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the last resort. For rachitic round back in small 
children, he advises rest in bed. In lateral curva- 
ture of the spine he often finds one limb shorter 
than the other, and deformity may be prevented by 
raising one heel and the use of corrective gymnastics. 
He states that flat-foot or weak-foot trouble often 
begins in childhood, and some slight correction may 
cure the child; instruction should also be given as 
to how to walk properly. 

The article is full of good suggestions and is of 
more value to a general practitioner than to one inter- 
ested in orthopedic surgery. C. C. CHATTERTON. 


Martin, E. G., and Lovett, R. W.: A Method of 
Testing Muscular Strength in Infantile Paraly- 
sis. J. Am. M. Ass., 1915, lxv, 1512. 


The index of muscular power employed is the 
resistance of the muscle group to a steady pull suf- 
ficient to overcome it. A sling is adjusted in an 
assigned position over the part of the limb in which 
the muscle group to be tested has its insertion. The 
sling is fastened to an accurate spring balance 
through which the pull is exerted. The balance 
must be held carefully in a line at right angles to the 
axis of the part of the limb to which the sling is 
adjusted, and is read either at the instant the muscle 
yields, as in the test of plantar flexion, or when the 
member is drawn into an assigned relationship with 
the body, as in knee extension. 

Astandard technique has been worked out for many 
of the movements of the legs and arms. 

The tests in detail will be described in a subse- 
quent communication. 

They have prepared, on the basis of tests on a 
large series of normal children, tables of standard 
muscle strengths for ages from 4 to 16 years. 

Pattie Lewin. 
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Frauenthal, H. W.: Painful Feet; Causes and 
Treatment. J. Am. M. Ass., 1915, lxv, 1897. 

Frauenthal calls attention to the great frequency of 
foot infections which are secondary to focal infec- 
tions in other parts of the body, as the teeth, gums, 
mouth, and nose; also following grip, pneumonia, 
typhoid fever, etc., and in children after tonsillitis, 
measles, scarlet fever, etc. The treatment of this 
class of cases should consist in the eradication of the 
focus of infection and temporary support of the 
arches by plaster of Paris, adhesive strapping, 
Whitman plates, or felt pads. Infectious arthritis 
of the feet from non-gonorrhceal leucorrhoea is 
described, as well as gonorrhoeal and syphilitic con- 
ditions. 

The author’s method of treating gout consists in 
applying a sponge electrode saturated with the 
fluid extract colchicum attached to the galvanic 
current, reversing the current every two minutes 
and using a strength up to the patient’s tolerance of 
pain. Three treatments in thirty-six hours relieved 
all acute symptoms of pain, swelling, etc., in the 
author’s cases. 

Obliterating endarteritis occurs most frequently 
among the Russians, Poles, and Galicians, and is 
characterized by intense pain in the toes and feet, 
extending up the leg, increasing at night. The 
patient walks with a distressing gait, and the feet 
are blue, congested, and cyanotic, but not sensitive 
to manipulation or pressure. Sensitiveness to heat 
and cold is diminished, the skin has a cold, clammy 
feeling, and pulsation of the plantar arteries is 
either unrecognized or decidedly enfeebled. ‘The 
author claims satisfactory results from treating this 
condition with the white electric light and the in- 
ternal administration of thyroid gland. 

R. B. Corievp. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Frangenheim, P.: Gunshot Injuries of the Spinal 
Column and Spinal Cord (Schussverletzungen 
des Rueckenmarks und de der Wirbelsaeule). 
Muenchen. med. Wchnschr., 1915, \xii, 1473. 

Frangenheim has operated in 25 cases; of these 9 

have died and the others were discharged after 
four to six weeks’ treatment, some of them improved, 
and some, in whom there was only partial paralysis, 
practically well. There is no way of making a 
certain diagnosis as to the extent of a spinal injury. 
It is very difficult to localize projectiles accurately. 
Fractures of the spinous processes are hard to dem- 
onstrate roentgenologically and small fragments 
broken off from the bone and compression of the 
cord from bone fragments cannot be so demon- 
strated. As a rule splintering of the bone cannot 
be demonstrated till the muscles have been stripped 
off from the processes. 

Contusion of the cord, compression of the cord, 
and complete transverse severing of it all give the 


clinical picture of complete paralysis with loss of 
control of the bladder and rectum. It cannot be 
determined from the reflexes whether the cord is 
completely severed or not; therefore the author ad- 
vises exploratory laminectomy in all cases; further 
treatment depends on the findings. Early opera- 
tion is generally preferred to expectant treatment. 
Lumbar puncture over the site of the injury is of 
considerable value in diagnosis. Frangenheim ad- 
mits that his numbers are small and that later 
complications may yet appear in some cases, but he 
is convinced that exploratory laminectomy is the 
best method of procedure in these cases. A. Goss. 


Thomas, H. B.: Treatment of Tuberculous Diseases 
of the Spine. TJilinois M. J., 1915, xxviii, 321. 


The successful treatment of tuberculosis of the 
spine depends upon the following factors: 

1. Its early recognition before extensive destruc- 
tion has taken place. Nurses should be especially 
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trained to note the signs and symptoms of this 
disease that they may detect the condition in its 
incipiency and advise proper treatment before the 
vertebral bodies are destroyed. 

2. Recumbency is preferable during the acute 
stage. If the disease is below the seventh or eighth 
dorsal it will do well without apparatus if the patient 
is kept quietly on his back. If the disease is in the 
cervical, high, or middorsal region, apparatus for 
producing extension will be of advantage. 

3. In the subacute or chronic stages the patient 
should, if possible, have such fixation as will allow 
of ambulatory treatment. 

4. The proper treatment of an abscess is to 
“leave it alone.””, When an abscess is to be drained 
great care should be taken against infection. 

5. Pott’s paraplegia is often successfully treated 
by extension, but occasionally laminectomies or 
osteoplastic resections are necessary. 

6. The operative treatment, such as Albee and 
Hibbs have devised, fills an important place in the 
cure of caries of the spine, and as the technique is 
improved it will become more and more important 
among the methods of treatment. 

7. The time element in the cure of this condition 


SURGERY OF THE 


Ferrand, J.: Neurology in War (Réflexions médico- 
chirurgicales sur la pratique neurologique en temps 
de guerre). J. de radiol., 1915, i, 629. 

Injuries of the large nerve-trunks are very fre- 
quent. The diagnosis is easily made, but the 
wounds rarely heal without suppuration, which 
renders operation on the nerve impossible. Op- 
erations for the repair of nerves should never be 
undertaken within the first two months after in- 
jury, and sometimes even longer. 

When it comes to considering the question of 
operation there are three classes of cases: 

t. Those in which the nerve is merely compressed 
by cicatricial tissue. Motor paralysis is not com- 
plete; there is not complete reaction of degeneration 
or vermicular contraction, but sometimes there is 
extreme pain. Operation is indicated in these 
cases and is very successful. The nerve is freed 
from scar tissue, displaced so that.it runs through 
normal muscle, and the wound closed aseptically. 

2. Those cases in which the nerve is partially 
severed. In these there is little or no pain and no 
trophic disturbance; paralysis corresponds only to 
the fibers that are severed. These cases should not 
be operated upon. The normal fibers serve as a 
guide along which the severed fibers are gradually 
reconstructed. Animal experimentation as_ well 
as clinical experience has shown that such reconstruc- 
tion does take place. Electrotherapy is the sov- 
ereign treatment in this group. 

3. Those in which the nerve is completely severed. 
In these cases motor paralysis is absolute in all the 
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varies with the case and with the method of treat- 
ment used, operative treatment often reducing the 
time two-thirds. Rosert B. Corre.p. 


Fassett, F. J.: Late Results of Excision of the 
Transverse Process of the Fifth Lumbar Ver- 
tebra. J. Am. M. Ass., 1915, lxv, 1775. 


From the author’s experience in three cases of 
resection of the transverse process of the fifth lumbar 
vertebra he draws the following conclusions: 

t. In three cases permanent relief from lumbar 
or sciatic pain was obtained by the operation. 

2. The operation should be regarded as a method 
of last resort only. 

3. The chief danger is an injury to the great 
nerve-trunk. 

In one case relief of left-sided pain was obtained 
by resection of the enlarged right process. The 
author explains this by saying that there was pos- 
sibly an injury to the nerves upon the left side due 
to a leverage action of the right process upon the 
ilium. 

The author is not certain as to the best method of 
approach, but care should be exercised to avoid 
injury to the great nerve-trunks. G.I. Bauman. 


NERVOUS SYSTEM 


muscles innervated by the nerve in question. 
There is also anesthesia, complete reaction of de- 
generation in the peripheral end, and trophic dis- 
turbances begin to appear. 

Opinions are divided as to the advisability of 
operation. Ferrand is inclined to think it is 
generally not indicated. When it is performed there 
is apt to be neuritis of the peripheral end, which 
interferes with regeneration. This is especially apt 
to occur in the painful cases, so that it is in these 
that operation is most contra-indicated. Some 
operators resect all scar tissue and resect the severed 
ends, but the author believes that such resection is 
rarely if ever successful; he favors the more con- 
servative method of simply dissociating the fibers 
from all fibrous tissue, leaving them to form a 
bridge for the reconstruction of new nerve-fibers. 
Careful electrical examination is the most important 
point in making a differential diagnosis of the 
different classes of injury. A. Goss. 


Reich: Osteoplastic Approach to the Brachial 
Plexus Below the Clavicle (Osteoplastische 
Freilegung des Armnervengeflects unterhalb des 
Schluesselbeins). Beitr. z. klin. Chir., cxvi, Kriegs- 
chir., p. 152. 


The author’s technique consists mainly in the 
temporary osteoplastic resection of the middle por- 
tion of the clavicle. From a supraclavicular, trans- 
verse incision, reaching from the sternocleido to the 
trapezius muscle the plexus is laid bare in the 
supraclavicular fossa. To this an incision is added 
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in a right angle across the clavicle at the insertion 
of the sternocleido muscle and another at the in- 
sertion of the trapezius, and the portion of the 
clavicle between the two cross incisions is resected 
after drill-holes have been placed on both sides of 
each plane of section. This approach between the 
two muscles offers a very good view of the plexus, 
especially for the purpose of suturing in cases of 
severance of the nerves. Reich has applied the 
method successfully in five cases. A. STEINDLER. 


Sicard, J. A.: Treatment of Injuries of Peripheral 
Nerves During the First Year of the War (La 
pratique des blessures nerveuses périphériques de 
guerre pendant une année). Bull. et mém. Soc. 
méd. d. hép. de Par., 1915, xxxi, 1139. 


From his treatment of nerve injuries during the 
past year, Sicard concludes that operation is indicated 
when after three months there is no sign of recovery 
of motor function, and reaction of degeneration is 
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complete. These are the only symptoms that 
justify the assumption that the nerve is completely 
severed. There are no signs that prove it definitely. 
There are also a few cases in which the paralysis is 
progressive, rather than showing a tendency to 
improvement as it generally does. 

Operation is indicated in these cases even if 
paralysis and reaction of degeneration are not com- 
plete. The operation consists in liberating the 
nerve from cicatricial tissue or from resection and 
direct suture. Liberation of the nerve gives a 
very good percentage of improvements, but in 
suture after complete severing of the nerve, with 
total motor paralysis and total reaction of degenera- 
tion, he has never seen a case in which normal 
motility or normal electrical reactions were re- 
established, notwithstanding the fact that some of 
his cases were operated upon more than a year ago. 
Nevertheless operation is indicated in these cases, 
as it offers the only possible hope. A. Goss. 


SURGERY OF THE SKIN, FASCIA, AND APPENDAGES 


Wagner, K.: Subcutaneous Granulomata (Sub- 
kutane Granulome). Wéien. klin. Wehnschr., 1915, 
XXViii, 1078. 

Wagner reports a number of cases in which sub- 
cutaneous granulomata developed, not only after 
bone injuries but after wounds of the soft parts. 
The scar tissue was at first rather sensitive and 
gradually a tumor developed under the skin. The 
tumors were so painful when the limbs were moved 
that they interfered with walking. The tumors 
were 5 or 6 cm. in diameter and movable over the 
underlying tissues. ‘They were pale and gelatinous, 
in contrast with normal red granulation tissue. 

These tumors are relatively rare and rather diffi- 
cult to account for in injuries of the soft parts. In 
bone injuries they might be due to irritation from 
small sequestra. Wagner concludes that they are 
due to the inclusion of granulation tissue between 
two layers of older, harder, connective tissue; this 
young granulation tissue may develop into a path- 
ological granuloma, which is a benign tumor and 
should be removed surgically under local anzs- 
thesia. A. Goss. 


Law, A. A.: The Clinical Status of the Autograft. 
Ann. Surg., Phila., 1915, lxii, 602. 


Heteroplastic 


transplants have been entirely 
unsatisfactory. 


The essentials for the life of the 


transplant (autograft) are an aseptic field, perfect 
hemostasis, sterile plasma, and the prevention of 
even gloved fingers from touching the wound or 
transplant. In the repair of ununited fractures, 
the bone-graft — either inlay or intermedullary 
insert — has proven most valuable. It is important 
to use a graft sufficiently long to extend well beyond 
the sclerosed bone at the ends of the fragments. 

Fascia lata is used for strengthening ventral 
hernia repairs in fat subjects, fascia and fat for 
restoring tendons (the fat preventing adhesions), for 
repairing defects in the dura, etc. Fascial tubes 
are used to conduct proliferating axons after loss of 
section of a nerve-trunk. Fascia, also, is used in 
arthroplasties, a free graft being advisable in all 
except the weight-bearing joints, in which, the better 
nourished pedicled graft is recommended. 

Homotransplants of skin are usually successful; 
the epidermis should always be scarified to permit of 
lymphatic drainage. 

The transplantation of complex tissues, e.g., 
thyroid, has not been successful, for while vasculari- 
zation is feasible, innervation is not. Homografts 
of thyroid tissue are always absorbed; autografts 
have remained feebly functionating for two years. 

The greatest problem of the future is the preven- 
tion of immunity or antagonism of fluids of one body 
to tissues of another. LISTER TUHOLSKE. 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 
Pope, C.: The Autolysin Treatment for Cancer. 
N.Y. M.J., 1915, cii, 739. 
The author reviews a series of 
malignancy treated with autolysin. 


52 cases of 
In some cases 


the results seem encouraging, in a few even remark- 
able. The symptoms of distress, pain, offensive 
discharge, etc., seem to be greatly relieved in many 
of the cases. Apparent diminution in size or even 
disappearance of the growth was reported in several 
of the cases. J. H. Skies. 
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Lathrop, A. E. C., and Loeb, L.: Further Investi- 
gations on the Origin of Tumors in Mice; 
Tumor Incidence and Tumor Age in Various 
Strains of Mice. J. Exp. Med., 1915, xxii, 646. 


In 1907 the authors published some observations 
made at the mouse farm of Miss Lathrop in Granby, 
Mass., which made it apparent to them that the 
frequency of tumors in mice at certain places was in 
all probability due, not to infection, but to hered- 
itary transmission in certain families. From time 
to time they have published the results of their 
work and this article gives further results of their 
investigations. Their material has been very 
abundant and this has enabled them to arrive at 
more detailed figures concerning cancer rate and 
cancer age in the successive generations of the 
various strains, and it has brought out some new 
facts, especially regarding the relation between can- 
cer rate and cancer age. They were finally able to 
draw from this extensive analysis the following 
conclusions: 

1. There exists a certain relationship between 
tumor frequency and tumor age. On the whole, 
the more frequent the tumors, the earlier they ap- 
pear in the various strains. It might be conceivable 
that the frequency of the tumors was independent 
of the tumor age; that in strains in which the 
tumor-frequency is greater, the tumors appear 
in the same percentage in the various periods of 
life, but this is evidently not the case. In strains 
in which the tumor-frequency is greater, the 
tumors also appear on the whole at an earlier period 
of life. 

2. This parallelism between tumor frequency 
and tumor age is, however, not complete. The 
tumor age seems to be as characteristic for a strain 
as the tumor rate. In strains with a similar rate 
of frequency, the tumor age may be different. 
This difference is probably not accidental, be- 
cause (1) if substrains are related to each other 
the tumor age is usually similar in all of them, 
and (2) the tumor age of the constituent strains 
seems to influence the tumor age of the crosses. 
How far this latter relation holds good will be 
discussed in another communication. On the other 
hand, in the case of the substrain Silver, it had 
a similar tumor age to the English strain, al- 
though the tumor rate of the Silver strain is con- 
siderably lower than that of the other English 
strains. 

3. The tumor age is transmitted from genera- 
tion to generation in a similar manner to the tumor 
rate. It may, therefore, be concluded that in 
all probability tumor rate and tumor age repre- 
sent distinct unit factors which frequently, but 
not in all cases, are in some way linked to each 
other. 

4. It may be further concluded that the age at 
which the maximum of tumors occurs varies in 
different strains. While in some it appears in the 
second period of life, in others it is in the third 
period. Here, again, the maximum is on the whole 
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reached at an earlier period of life in strains with a 
high tumor rate, but in this regard peculiarities 
also exist in different strains. Grorcr E. Brrisy. 


Konjetzny, G. E., and Weiland, W.: Glycosuria 
and Diabetes in Surgical Diseases (Glycosurie 
und Diabetes bei chirurgischen Erkrankungen). 
Mitt. a. d. Grenzgeb. d. Med. u. Chir., 1915, xxviii, 
860. 


The authors find that in about 50 per cent of 
fracture cases there is a spontaneous or alimentary 
glycosuria, which is transitory. Polydipsia and 
polyuria, the symptoms of diabetes, are not present, 
but there is hyperglycemia. It is a transitory 
central lesion like sugar following puncture. It may 
be an anatomical injury, for instance from fat em- 
bolism, or a purely functional disturbance, or a 
combination of both. The glycosuria generally 
begins immediately after the injury or within a 
few days; it generally begins to decrease by the end 
of ten days, and by the end of fifteen or twenty days 
the condition has become normal again. There 
are cases, but they are very much rarer, of true trau- 
matic diabetes, but they do not appear until much 
longer after the injury, about six months to a year, 
and are then persistent and accompanied by the 
other symptoms of diabetes. A. Goss. 


Bérard, L., and Lumiére, A.: Late Tetanus (Sur 
le tétanos tardif). Lyon chir., 1915, xii, 404. 


Bérard and Lumiére have had occasion to observe 
a number of cases of tetanus that developed long 
after the injury, even though the patients were 
given preventive injections of antitoxin. They 
conclude that these were secondary reactivations of 
latent tetanus, brought about by late surgical op- 
erations. Animal experimentation has shown that 
spores may remain in the body and be liberated 
later and produce disease. Four cases are described 
in which this must have been the mechanism of 
production of the tetanus, for it came on after sur- 
gical operations as late as three months after the in- 
jury, too long a time to be considered the incubation 
period of the original infection. There was no 
reason to suppose that a fresh infection was in- 
troduced at the time of the operation, for the same 
surgeons had operated with the same instruments 
on other patients without producing tetanus. ‘The 
authors therefore recommend giving another pre- 
ventive injection of antitoxin before any surgical 
operation on a patient who has been exposed to 
tetanus. 

The use of sodium persulphate in the treatment of 
tetanus is discussed. The authors used it experi- 
mentally on guinea pigs and dogs and found that 
it controlled the convulsions so well and prolonged 
life so much beyond that of the control animals that 
they have used it clinically. Tables are given show- 
ing the results in 41 cases. Injections of 20 ccm. of a 
5 per cent solution are given intravenously; the in- 
jections are continued for one or two weeks, their 
frequency depending on the course of the disease. 
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Convulsions stop after the injection but permanent 
contractures and trismus persist. The patients are 
less sensitive to external irritation and do not have 
those painful spasms -that make tetanus such a 
dreaded disease. Among the 41 cases 8 came in in 
such serious condition that they were not given the 
treatment, or at most only one or two injections, 
which is not a fair test of the method; 4 died of 
intercurrent affections, 16 recovered and 13 died. 
A. Goss. 


Hercher, F.: Intravenous Use of Ether-Salt Solu- 
tion in Tetanus (Anwendung von intravenoesen 
Aether-Kochsalz-Infusionen bei Tetanus). Muen- 
chen.med. Wchnschr., 1915, \xii, 1126. 


In the case described by Hercher the first signs 
of tetanus appeared 14 days after the injury, and in 
spite of the use of antitoxin, magnesium sulphate, 
and morphine the symptoms kept on growing worse 
until the sixth day, when there was an improvement. 
Four days later there was a severe relapse. Hercher 
then gave an intravenous injection of 15 ccm. ether 
in 750 ccm. physiological salt solution. The pa- 
tient slept well after it and the convulsive attacks 
stopped, but the general rigidity persisted. After 
several repetitions of the injection there was pro- 
gressive improvement and finally recovery. 

Hercher believes the good result in the case cited 
was due to the injection of ether and salt solution, 
and thinks it is possible that the ether reached the 
lecithin of the nerves and central nervous system, 
and caused a breaking up of the combination be- 
tween the ether soluble lecithin and the tetanus 
toxin, so that the latter could be discharged from 
the body. A. Goss. 


Bradner, M. R., and Reimann, S. P.: Observation 
upon the Elimination of Acetone and Diacetic 
Acid in Two Hundred and Fourteen Surgical 
Cases. Am. J. M.Sc., 1915, cl, 727. 


In studying 214 consecutive surgical patients 
it was noticed that acetone was eliminated in a large 
percentage of cases — 85 percent. There was little 
reference to the objective condition of the patient, 
the severity of the pathology, or the gravity of the 
operation. The more emotional, frightened, or 
anxious individuals invariably were more shocked, 
and also showed more acetone. Diacetic acid was 
less frequently met with—in 17 per cent—and 
then only several days after the operation, and in 
women showing large outputs of acetone. No 
diacetic acid was found in men, while 38 per cent 
of the women showed it. Ether was the an- 
zsthetic in all but 4 cases. J. H. Sxrzes. 


Muns, W. E.: Peripheral Vasomotor Changes in 
Shock. J. Mo. St. M. Ass., 1915, xii, 482. 


Trauma to the exposed intestines brings about a 
certain vasomotor response in the blood-vessels of 
the periphery, and this response is a reflex vaso- 
constriction. This change in the peripheral vessels 
begins almost immediately when the intestines are 
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disturbed and continues as long as the stimulation 
is applied. 

This vasoconstriction in the peripheral vessels is 
an important factor in maintaining the blood- 
pressure in cases of gradually developing shock from 
intestinal trauma, thus overcoming the _ blood- 
pressure-lowering effect of the splanchnic dilatation. 
Whenever the intestinal irritation is not accom- 
panied by vasoconstriction of the peripheral ves- 
sels, the blood-pressure tends to fall. Whenever the 
vasoconstriction is present but slightly, the blood- 
pressure shows itself to be better maintained. When 
the vasomotor centers can bring about a marked 
vasoconstriction the tendency toward the main- 
tenance of the general blood-pressure is greater, and 
in some cases there is an actual rise of blood- 
pressure. 

Since there is no reason to suppose that the vaso- 
constriction center is the variable factor in the 
difference of vasoconstrictor effect which was ob- 
tained, it is reasonable to assume that the results 
are to be explained by the variation of the normal 
degree of vasoconstriction present in the periphery 
at the inception of the experiment. If the vessels 
were dilated, then reflex constriction could occur 
to a great extent and aid in the retention of normal 
blood-pressure. On the other hand, if the peri- 
pheral vessels were well constricted, further con- 
striction from trauma would be impossible and the 
compensatory effect being absent the blood-pressure 
would fall. 

In other words, the effect of intestinal trauma on 
blood-pressure is determined by the relative degree 
of constriction or dilatation which exists in the 
periphery at the inception of the procedure. 

Epwarp L. CorNeELt. 


Corbett, J. F.: The Use of Epinephrin and Trans- 
fusion in Treatment of Shock. T7r. West. 
Surg. Ass., Des Moines, 1915, Dec. 

The author limits the use of epinephrin and trans- 
fusion to those cases of post-operative and traumatic 
shock where an extreme picture presents of pallid 
mucous membranes, low blood-pressure, uncon- 
sciousness when anesthetic is discontinued, and 
threatened failure of respiration. In these cases 
the administration of epinephrin carefully guarded 
by blood-pressure determinations and continued 
for several hours is recommended. 

The use of the epinephrin should be so guarded as 
never to allow the blood-pressure to go over go or 
100 mm. Hg. ‘Transfusion is advised only in cases 
where there has been loss of blood volume, either as 
a result of shock and haemorrhage or in pure shock 
resulting from transudation into the tissues without 
hemorrhage. After the vessel tone has been estab- 
lished transfusion should be done. This recom- 
mendation is based on a long series of animal ex- 
periments and on the results of three clinical cases. 
In the research a study of fifteen clinical cases of 
shock is included in which other lines of treatment 
had been pursued. 
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SERA, VACCINES, AND FERMENTS 


Bronfenbrenner, J.: The Present Status of the 
Abderhalden Reaction and of the So-called 
“Abwehrfermente.”’ J. Lab. & Clin. Med., 1915, i, 
79- 


The author first discusses the theory of the Abder- 
halden test and the principles upon which the theory 
rests. He then goes into an elaborate exposition of 
the technique of the test, including the preparation 
of the blood serum, the selection and testing of the 
dialyzing thimbles, the method of obtaining and pre- 
serving the placental material used as a substrate, 
with special emphasis on points in the technique on 
which a beginner is apt to fall into error. He de- 
scribes the technique of the test proper after the 
preparation of the various constituents, and also 
discusses the matter of control tests. He discusses 
the various. factors influencing the ninhydrin 
reaction, such as acidity or alkalinity of the dialy- 
sate, concentration of fluid, unequal boiling, and 
contamination of the dialysate by perspiration, 
saliva, etc. He also points to certain inherent 
difficulties in the test that no amount of care on the 
part of the operator can discount. For example, 
a tube may leak in the test although it was perfect 
at the time of the preliminary testing. Fumes and 
dust are also sources of error, as are dialyzable 
substances in the serum before digestion occurs. 

He then goes into an extensive discussion of the 
theory of the A bwehrfermente of Abderhalden, giving 
a review of the literature and calling attention to the 
similarity of the ferments of Abderhalden to the 
compliment of Ehrlich. He concludes that the fer- 
ments of Abderhalden are not specific. Although 
he does not feel that it has been proved, he suggests 
from his work that the “defensive ferments” very 
closely resemble in nature the antibody or ambo- 
ceptor of Ehrlich. He quotes some experiments to 
substantiate this view. 

He describes a modification of the Abderhalden 
test using serum antitrypsin determination as a 
guide in determining the amount of digestion. This 
method, however, is difficult of performance and 
must be very carefully done to obtain reliable 
results. He describes a serum-skin reaction in 
which he uses autolyzed serum after treatment with 
a specific substrate, for skin injection. For this 
reaction he claims good results. F. H. Farts. 


BLOOD 


Burckhardt, H.: Internal Hemorrhage in the 
Thigh (Innere Verblutung in den Oberschenkel). 
Beitr. s. klin. Chir., 1915, xcvii, 340. 


Burckhardt reports a case from a field hospital of 
a bullet wound of the left thigh. There was a small, 
round entrance wound midway between the anterior 
superior iliac spine and the patella, with slight bleed- 
ing from the wound. There was increasing pain 
and swelling in the thigh and the patient was rest- 
less. The pulse grew worse continuously and about 
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17 hours after the injury the patient died. Autopsy 
showed great swelling of the thigh and hemorrhagic 
infarct of the scrotum and penis. There was a 
hematoma of the left buttock. The femoral artery 
and vein were uninjured. Back of them there was 
a large cavity with the musculature all around it 
torn to shreds. Through the cavity passed bands 
made up of vessels and nerves, some of them in- 
jured, some of them uninjured. It was impossible 
to determine from just what vessels the bleeding 
had taken place. There was no fracture of the 
femur or pelvis. In the wound cavity there were 
four fragments of metal. 

Such a hemorrhage in a cavity that had not 
existed beforehand is only possible when the en- 
trance wound is small, when the exit wound is small 
or lacking entirely, and when the bullet has enough 
explosive effect to destroy the surrounding tissues. 
All these conditions were fulfilled here. One must 
know that such an internal hemorrhage is possible 
when neither thoracic nor abdominal cavities are 
injured in order to be prepared to operate promptly 
when the patient becomes restless, shows signs of 
increasing anemia, and the pulse grows worse. If 
tamponing is not sufficient and the bleeding vessels 
cannot be gotten hold of it may be necessary to 
amputate the limb. A. Goss. 


BLOOD AND LYMPH VESSELS 


Jerusalem, M.: Treatment of Aneurisms (Behand- 
lung der Aneurysmen). Wien. klin. Wehnschr., 
1915, XXViil, 1329. 

The author demonstrated before the Vienna | 
Medical Society a patient with arteriovenous aneu- 
rism of the carotid and right jugular whom he had 
treated conservatively because he had a goiter and 
operation would have been dangerous. He has had 
in all 23 cases of traumatic aneurism, 20 of which 
were operated upon and 3 treated conservatively. 
Of the 20 operated cases, ligation was used in 19 and 
suture of the artery in only one. In only one case 
was there gangrene that necessitated amputation; 
this was an aneurism of the popliteal artery, and the 
patient died of septicemia. Two other patients 
who were in a very septic condition when admitted 
died a few days after the operation, without there 
having been any gangrene of the operated extremity. 
In both cases there was severe injury of the bone in 
addition to the blood-vessel injury. The other 17 
recovered uneventfully. 

The operations were performed in most of the 
cases about two months after the injury. They were 
all false aneurisms. No Esmarch’s bandage was 
used. The arteries were laid bare, ligated distally 
from the aneurism, the sac opened, clots removed, 
the vessels ligated, and if the wound was infected 
it was left open; in clean cases the opening is sutured 
all except a small drainage opening. In one severely 
infected case of aneurism of the femoral artery, on 
account of the bad condition of the patient, the 
artery was simply ligated in the groin and the sac 
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opened; but there was a hemorrhage afterward 
which made it necessary to open up and ligate at 
the site of the aneurism. The patient finally re- 
covered. . 

From the author’s experience he disagrees with 
the conclusions of von Haberer, Frisch, Zahrad- 
nicky, Heyrovsky, and others with reference to the 
treatment of choice. He believes that the best 
method of operation is double ligation at the site of 
the injury, at least in those cases where operation 
is performed several weeks after the injury. 

A. Goss. 


Moszkowicz, L.: How May We Lessen the Dangers 
of Gangrene After Operation for Aneurism 
(Wie vermindern wir die Gefahr der Gangraen 
nach Aneurysmen-Operationen)? Beitr. 2. klin. 
Chir., 1915, xcvii, 569. 

For the control of gangrene after operation for 
aneurism, two things are under the control of the 
surgeon, providing there is no indication for im- 
mediate operation; namely, the method of op- 
eration and the time of operation. In the former 
the primary consideration is to save as many of the 
branches of the affected artery as possible; in the 
latter to allow sufficient time for the establishment 
of the collateral circulation. 

The author discusses extensively the advantages 
and disadvantages of ligation without and within 
the aneurismal cavity, end-to-end anastomosis, 
etc. He says he applies the principle, that a tissue 
which can become actively hyperemic has at least 
the minimum circulation necessary to sustain life, 
to the selection of the time for operation by testing 
for active hyperemia in the part supplied by the 
artery. The limb is made anemic by inhibiting 
the entire circulation below the aneurism for two 
minutes by means of a constrictor, then releasing 
the constriction and compressing the artery above 
the aneurism. If an active hyperemic reaction is 
obtained the collateral circulation is sufficient. 

M. M. Martrtuies. 


Levings, A. H.: Some Affections of the Blood- 
Vessels Which May Become Surgical. Jnterst. 
M.J., 1915, xxii, 989. 

There are three groups of cases of affections of 
the blood-vessels which may lead to gangrene of the 
extremities: (1) Raynaud’s disease with its allied 
affections due to vasomotor disturbances; (2) the 
thrombo-angiitis obliterans of Buerger, due to a 
limited thrombus in the anterior and posterior tibial 
vessels; (3) senile gangrene, mechanical, due to 
arteriosclerosis, endarteritis obliterans, and diabetes. 

After a concise description of the pathology and 
symptomatology of cases belonging to these groups 
the author cites two of his own cases in which opera- 
tion was indicated and points out the difficulty of 
harmonizing their histories and pathological find- 
ings with any group picture. In one of his cases 
which showed the signs and symptoms of group 2, 
much symptomatic relief was obtained by ligation 
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of the femoral vein. In his other case, likewise 
suggestive of group 2, amputation and reamputation 
in the middle of the thigh became necessary because 
of spreading gangrene. 

In his discussion of the treatment of gangrene or 
threatened gangrene, the author deplores the lack 
of study as to the causative factors. Treatment 
may be divided into conservative and surgical. 
Among conservative methods are mentioned: rest 
in bed, warm saline baths, intermittent hot and cold 
baths, hot air baths, electricity, diathermia, and 
subcutaneous injections of Ringer’s, or saline, 
solutions. 

Surgical measures are directed more and more 
toward methods of vessel anastomosis. Carrel’s 
claim that the circulation in the arteriovenous sys- 
tem could be reversed by arteriovenous anastomosis 
has. been confirmed and disproved by independent 
workers. 

Levings, in his experiment on dogs, found that 
the further he went from the anastomosis the less 
arterial blood he found in the vein. In 136 pub- 
lished cases of arteriovenous anastomosis, there were 
30 immediate deaths, 11 additional deaths follow- 
ing amputations, and but 26 successful cases. Liga- 
tion of the femoral vein for threatened gangrene was 
first carried out by Lilienthal, who obtained marked 
clinical improvement in four cases. 

The author believes the favorable results obtained 
in the successful cases of arteriovenous anastomosis 
is due to three factors: (1) the actual reversal of 
the blood stream; (2) backing of the blood in the 
veins, raising the pressure of the capillaries, and thus 
increasing the nutrition of the tissues (this result 
is also obtained by the ligation of the femoral vein); 
(3) the possible correction of the vasomotor dis- 
turbance which the author believes is present in 
all cases except those of senile gangrene, which 
afflicts the arteries more than the vein and which 
would certainly be favorably influenced by switching 
the blood stream. 

In conclusion, the author pleads for early arteri- 
otomy in cases of embolism. The condition is easily 
recognized and if, instead of waiting for the line 
of demarcation to form and then amputating, the 
surgeon would perform an arteriotomy and remove 
the embolus, many limbs could be saved. 

ELus FIscHen. 


Jeger, E.: The Technique of Blood-Vessel Suture 
(Zur Technik der Blutgefaessnaht). Beitr. z. klin. 
Chir., 1915, xcvii, 553. 

In discussing the difficulties of end-to-end an- 
astomosis of blood-vessels in difficult anatomical 
situations, the author describes a needle and tech- 
nique which have materially reduced the hardship 
and improved the results of the operation in his 
hands. 

After the artery has been dissected out as far as 
possible consistent with saving the branches, the 
ends are clamped with broad forceps. The branches 
are tied off with soft rubber tubing over a slip of 
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metal, so that the ligature can be cut at the end of 
the operation without risk to the vessel. Since a 
single stitch will often not permit of exact coapta- 
tion of the endothelial rims, the U-stitch of Jensen 
is used. To make this stitch less difficult, the 
author has devised a needle-holder which carries 
two needles parallel to each other and 1 mm. apart. 
The two needles carry one thread which is threaded 
on both ends, leaving a loop. ‘The two needles are 
passed from the outside in on one end of the vessel 
and from the inside out on the other and then the 
two parts of the thread are tied, bringing the en- 
dothelial edges of the two ends of the vessel auto- 
matically into exact apposition. The ends are held 
by clips until all the stitches are laid and then the 
tying is done. M. M. Marrtuies. 


D’Oria, G.: A New Operative Treatment of (Edema 
and Varices of the Lower Extremities Due to 
Thrombosis of the Femoral Vein. /nternat. 
J. Surg., 1915, xxviii, 369. 


Thrombosis of the venous circulation of the thigh 
may be a cause, as well as a result of, varices, par- 
ticularly a thrombosis of the deeper veins. 

Operations intended to remove superficial varices 
often cause increased oedema, cyanosis, and ulcera- 
tion. The removal of superficial varices in the 
presence of deep-seated thrombosis means the re- 
moval of a compensatory collateral circulation that 
is needed. 

In cases where varices alone exist, without deep- 
seated thrombosis a total saphenectomy after the 
technique of Madlung or Trendelenburg seems most 
satisfactory. Where only a small section of the 
vein is removed a large percentage of recurrences 
follows. Removal of superficial veins in the pres- 
ence of thrombosis not only does not cure, but may 
endanger the extremity or even the life of the patient 
by stirring up a latent infection. 

Biondi’s operation consists in arterectomy, a 
removal of a small section of the superficial femoral 
artery. This has no deleterious effects upon the 
viability of the extremity, and the circulatory equi- 
librium of the limb is established. 

This technique was carried out in two cases of 
septic thrombosis, with perfect functional recovery 
in both. J. R. BucHBinper. 


POISONS 


Fleming, A.: The Bacteriology of Septic Wounds. 
Lancet, Lond., 1915, clxxxix, 638. 


The flora of infected war wounds as determined 
in this war, differs from that of infected wounds in 
civil practice. The wounds examined — mostly 
bullet and shell wounds — were all infected by the 
projectiles first passing through dirty clothing 
covered with mud. Shreds of clothing were com- 
monly found in the wounds, and pieces of clothing 
of considerable size were found in the larger wounds. 
The presence of blood and contusion in the wound 
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area augmented the tendency to the development of 
infection. 

The organisms found in wounds are divided in 
three groups: (1) spore-bearing microbes of faecal 
origin; (2) non-spore-bearing microbes also of faecal 
origin; and (3) pyogenic cocci. 

The first group includes bacillus tetani, bacillus 
aerogenes capsulatus of Welch and certain putre- 
factive organisms referred to as bacilli X and G. 
The habitat of this group is fecal soil or faecal ac- 
cumulations from animal and human excreta. 
The non-spore-bearing organisms of fecal origin 
are the streptococcus, bacillus proteus, and bacillus 
coli group, the streptococcus being the most im- 
portant. It is found in nearly all wounds at a late 
stage. The third group comprises the streptococcus 
and staphylococcus. The latter is not commonly 
found in animal feces, it occurs in the later stages of 
a wound, and it probably invades it from the sur- 
rounding skin in which it is normally found. 

The smell of the cultures of bacilli X and G is very 
putrid; they are gas producing; they are not patho- 
genic for guinea pigs. 

To determine the relationship between the in- 
fections in wounds and the bacteria on the clothing, 
12 samples of the latter were taken from the wounded 
on arrival at the base. Pieces an inch square were 
cut away from the location of the wounds and were 
planted into broth tubes and cultivated aerobically 
and anaerobically. 

Bacillus aerogenes capsulatus was found in 10 of 
the specimens; bacillus tetani in 4; streptococcus in 
5; and staphylococcus in 4. 

From a study of the bacterial flora of the wounds 
one recognizes three phases. If we take a com- 
pound fracture of the femur during the first week, 
the discharge is a dark reddish-brown fluid, foul- 
smelling, consisting of blood more or less altered 
by the growth of fecal organisms which constitute 
the primary infection. In this stage, the spore- 
bearing anaerobes and streptococci are mostly pres- 
ent. The second phase represents a transition be- 
tween the primary anaerobic infection and the in- 
fection with pyogenic cocci when the discharge 
becomes purulent, next less marked, and _ finally 
disappearing altogether. This stage lasts from two 
to three weeks. The third phase is at the end 
of the third week during which the fecal elements 
of infection disappear and we have a simple in- 
fection of pyogenic cocci, staphylococci, and strep- 
tococci. 

A bacteriological study of a number of severe 
wounds shows that the bacillus aerogenes capsulatus, 
associated with the streptococcus and a few staphy- 
lococcus albus, produce gas gangrene on about 
the third day. The bacillus of Welch is the most 
prominent organism in the pus until the eighth 
day when coliform bacilli, like proteus and pyo- 
cyaneous appear in the wound. A few welch bacilli 
may persist in the wound until the thirty-second 
day. 

The author finds that there is no difference notice- 
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able in the flora of wounds with gas gangrene and 
those in which there is no clinical manifestation of 
this infection. The onset of the infection by the 
welch bacillus is not so much due to the nature of 
the infection as it is to the mechanical condition of 
the wound, such as the presence or absence of free 
drainage. 

The tetanus bacillus was found in the clothing of 
the wounded soldiers and in a large number of the 
discharges from the wounds. In most of these 
cases the wounds were serious, with heavy infection 
from other organisms. It was found in company 
with the welch bacillus in wounds showing infection 
from the latter, and a few of such cases actually 
developed into tetanus. 

Blood cultures from a number of compound frac- 

tures with persistent high fever were made, and in 
25 per cent of such cases a streptococcus was iso- 
lated. Streptococci, as already determined in 
civil practice, are responsible for septicamic con- 
ditions. In one case a pure culture of bacillus 
coli was isolated. The streptococci recovered from 
the blood were all of the “‘streptococcus longus” 
type. 
"th striking feature of the discharges from the 
wounds was the extraordinary amount of phagacy- 
tosis. It was uncommon to see pus in which large 
numbers of the organisms had not been appropriated 
by the leucocytes. Cultures from this pus were 
found quite sterile, showing that the leucocytes had 
not only ingested the cocci, but had apparently 
killed them. This phagocytosis leads one to believe 
that the resistance to infection in war wounds is very 
great, as compared to the resistance found in infec- 
tion in civil practice, where infection occurs more or 
less spontaneously in individuals possessed with 
lower resistance. In civil practice it should be re- 
membered that the infecting agent has often ac- 
quired increased virulency in passing from one in- 
dividual to another; whereas, the virulency of the 
agents infecting war wounds has been more than 
likely attenuated by the unfavorable surroundings 
under which they were existing, the severity of the 
wound infections being merely the result of the 
destruction of tissues marked by the presence of 
laceration, contusion, etc., which furnish an ad- 
mirable culture medium for the bacteria out of 
reach of the natural protective forces of the body. 
It is suggested by the author that if all devitalized 
tissue could be completely removed infections 
would sink into insignificance. Since this cannot 
be done it is incumbent to practice efficient drainage, 
remove blood-clot, and do all that is possible to 
diminish the amount of culture medium upon which 
the bacteria are developing. Along with this 
wound treatment the patient’s resistance should be 
maintained at a high level by the administration of 
an appropriate vaccine. In this connection Flem- 
ing thinks that it is of advantage to administer in 
every case of infection streptococcus vaccine in 
small doses of about 1 to 5 millions every five or six 
days. Louis A. LAGARDE. 
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Wintz, H.: The Antitoxin Content of the Serum 
of Tetanus Patients (Untersuchungen ueber 
den Antitoxingehalt im Serum Tetanuskranker). 
Muenchen. med. Wchnschr., 1915, \xii, 1564. 


Wintz describes his experiments on mice, in which 
he injected tetanus toxin and the serum of tetanus 
patients to see if the latter had any antitoxic effect. 
He found that the serum of tetanus patients con- 
tained antitoxin that was capable of neutralizing 
tetanus toxin in vilro. The amount of antitoxin 
varied with the stage of the disease, seeming to be 
greatest in the beginning of convalescence. An 
amount was found that was protective, but not 
curative for mice. Practically, however, the 
amounts are so small that they give no hope of 
being effective in treatment. A. Goss. 


Kocher, T.: Treatment of Tetanus (Zur Tetanus- 
Behandlung). Cor.-Bl. f. schweiz. Aerzte, 1915, xlv, 
1249. 


Kocher says there are three things to be considered 
in the treatment of tetanus: the care and disinfec- 
tion of the wound as a prophylactic measure, the 
prophylactic injection of antitoxin, and the use of 
magnesium sulphate after the disease has developed. 
He describes three cases of his own. One of the 
patients, an adult, died of pneumonia after the 
tetanus was controlled, while the other two, both 
children, recovered. One extremely severe case 
in a boy of to had had an incubation of six days 
and no prophylactic injection of antitoxin had been 
given. In order to control the convulsions four 
injections of the magnesium sulphate had to be given 
the first day, three a day from the second to the 
tenth day, and one a day from then on till the 
eighteenth day, the total amount given in the eigh- 
teen days being 315 gm. 

The chief object of the magnesium sulphate treat- 
ment is to gain time until the body can form anti- 
bodies to overcome the tetanus toxin. Meltzer 
and Auer found that the maximum dose was 1.5 
gm. to 1 kg. of body weight, but Kocher finds that 
by giving it in fractional doses throughout the 
twenty-four hours this amount can be given on 
from six to eighteen successive days without doing 
any harm. The severer the case the larger initial 
dose is given, and it may be well to give it intra- 
venously for quicker action. 

From his experience Kocher has come to the con- 
clusion that it is not necessary to give the full dose 
recommended by Meltzer and Auer for producing 
complete relaxation of the muscles; it is sufficient 
to reduce the excitability of the centers to such an 
extent that the convulsions stop, even though some 
stiffness persists. In giving a dose large enough for 
this purpose there is practically no danger of pro- 
ducing paralysis of respiration. This is explained 
by the fact that the hyperexcitability of the nerve- 
centers that produces convulsions is overcome 
sooner than their capacity for reaction to physio- 
logical stimuli. Large amounts of sulphate can be 
given because it is excreted very rapidly, most 
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rapidly after intravenous injection, next after in- 
tramuscular, and slowest after intraspinal injec- 
tion. 

The action of antitoxin is prophylactic, that of 
magnesium sulphate symptomatically curative; 
therefore Kocher recommends the subcutaneous 
injection of 10 ccm. antitoxin on the first, fifth, 
eighth, and twelfth days after an injury. As soon 
as any signs of tetanus develop a subcutaneous in- 
jection of 25 per cent magnesium sulphate is given, 
the amount depending on the weight of the patient. 
This generally has to be repeated four times the 
first twenty-four hours. Careful watch of the pa- 
tient must be kept so that the additional doses 
may be given at the proper time. If the subcuta- 
neous administration is not effective then it should 
be given intramuscularly. Straub gives it intra- 
venously, but this involves some danger to the 
heart. It may also be given intraspinously. In 
giving it by this method the patient lies flat on his 
back with only his head, not his neck, resting on a 
pillow. If the thoracic muscles do not relax the 
head should be lowered, and if necessary the whole 
body inclined downward. This causes deep nar- 
cosis, which is useful, but it increases the danger 
of arrest of respiration. A Meltzer apparatus is 
kept ready for use, but oxygen is used instead of air. 
If the patient is carefully watched there is little 
danger of respiratory arrest, and the heart is not 
affected at all. A. Goss. 


SURGICAL THERAPEUTICS 


Pinard, A.: Treatment of Wounds with Delbet’s 
Solution (Quelques observations relatives au 
traitement des plaies par la solution du Proffeseur 
Pierre Delbet). Bull. Acad. de méd., Par., 1915, 
Ixxiv, 577. 


Delbet has shown that a solution of 12.1 parts of 
anhydrous chloride of magnesium to 1,000 of water 
causes an enormous increase of the phagocytic ac- 
tion of the leucocytes, not only iz vitro but to a still 
greater extent in the living body. His experiments 
also showed that the solution is not toxic nor ir- 
ritating to the tissues. 

Pinard thought that practically it would be better 
to use the crystalline form of the chloride as the an- 
hydrous form is extremely deliquescent. He found 
that 17.50 gms. of the crystalline form is equal to 
12.1 gms. of the anhydrous form, so he made his 
solution of 18 gms. crystalline magnesium chloride 
and 1,000 gms. sterilized water. Since October he 
has given up the use of antiseptics enti ely and has 
treated his wounds solely with this solution. The 
wounds were all suppurating when they came into 
his hands. He irrigated them with the solution of 
magnesium chloride and then covered them with 
gauze wet with it. For the first five days the 
wounds were dressed twice a day, after that once a 
day. The results were very satisfactory; much 
more so than in the previous months under the use 
of antiseptics. The suppuration generally stopped 
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within a few days and the temperature returned to 
normal. The author recommends the use of this 
solution to the exclusion of antiseptics. A. Goss. 


RADIOLOGY 


Knox, R., and Caulfield, A. St. G.: A New Thera- 
peutic X-Ray Localizer. Arch. Radiol. & Elec- 
trotherap., 1915, Xx, 176. 

The authors point out that while the more 
modern tube stands are of very great use in super- 
ficial therapy, yet there are great handicaps when 
deep therapy is attempted with them. 

Attempts have at times been made to substitute 
moving tubes and complicated apparatus devised to 
overcome the difficulties. 

The employment of X-rays for the localization 
of foreign bodies directed the author to enquire as to 
the practicability of employing the central ray of 
the focus tube in therapeutics, the object being to 
direct the ray to a definite spot in the interior of the 
body. In an apparatus which the authors describe 
in detail the central ray is located, the tube 
fixed to the stand, and by mechanical adjustment 
the rays may be projected into the interior of the 
body with an accuracy which the authors say is as 
surprising as its projection is simple. The principle 
on which the apparatus is based is that of the rotating 
tube, making a circle upon the surface and focusing 
the rays upon a point in the interior, the depth 
of which is determined by the angle at which the 
tube box is fixed. 

The authors claim that by this apparatus deep- 
seated, malignant, and other conditions can be 
attacked much more easily, readily, and effectively 
than by the methods now followed. They foresee 
a large and widening scope for its use. 

Hous E. Porrer. 


Jordan, A. C.: Fluorescent Screen Localization by 
the Parallax Method. Arch. Radiol. & Electro- 
therap., 1915, Xx, 188. 

Jordan describes his method for the accurate 
localization of foreign bodies by the parallax methods. 
in screen observation. The screen is placed hori- 
zontally upon the part of the patient to be examined. 
The localizer consists of two uprights, one on 
either side of the patient. In each upright is a 
pointer which can be moved up or down by a sliding 
sleeve. Adjustable clamps fixed on the uprights 
carry the weight of the screen. 

The screen is so adjusted that the shadow of the 
pointer is in a straight line with the shadow of the 
foreign body. ‘The direction of the shadows should 
be parallel with the side of the rectangular dia- 
phragm of the tube box. The tube (with its box) 
is then moved under the patient and the correspond- 
ing movements of the shadows on the screen ob- 
served. If the pointer and the foreign body are at 
the same depth below the screen their shadows will 
move together, and will be in a straight line in all 
positions of the tube. If the foreign body is deeper 
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or more superficial than the pointer the shadow 
will move more rapidly or less rapidly as the case 
may be than that of the pointer; and by adjustment 
of the pointer the exact depth of the foreign body 
below the screen may he ascertained. 

Hots E. Porter. 


Heimann, F.: Deep Action of Radiotherapy (Zur 
Strahlentiefenwirkung). Berl. klin. Wehnschr., 
1915, lii, 1210. 


Heimann discusses the brilliant results recently 
reported by Bumm and Warnekros and others of 
the Berlin school from the use of extremely high 
doses of roentgen rays, as much as 400 X or more 
being given in one series over each skin area. 
Heimann does not advocate the use of such large 
doses. He ordinarily uses from 50 to 100 X with 
tubes of 12 Wehnelt hardness, 3 mm. aluminum 
filter, and 20 to 22 cm. focus-skin distance. In a 
few cases that proved refractory he used the large 
doses recommended above, using the same tech- 
nique in other respects, and quite serious injuries 
of neighboring organs resulted. Both roentgen rays 
and radio-active substances produce these injuries 
when given in such large doses. 

As a proof that his usual smaller doses of 50 to 
100 X are effective Heimann gives a microscopic 
description of the skin and of the cancer-cells in 
two cases of carcinoma of the vulva. The skin 
was not injured, while the cancer-cells were com- 
pletely degenerated and surrounded by a zone of 
lymphocytes. The small cell infiltration had 
penetrated even into the cdancer-nests. The 
structure of the cancer-cells could not be made out. 
He has had equally good results in other cases of 
carcinoma of the uterus. It is true that some cases 
are refractory, as the sensitiveness of the cells to 
the rays is different in different cases. But these 
refractory cases will not be cured, even if extremely 
large doses are given, while the patient is subjected 
to the danger of the by-effects mentioned above. 

A. Goss. 


Lazarus-Barlow, W. S.: The Cause and Cure of 
Cancer in the Light of Recent Radiobiological 
Research (Die Ursache und die Heilung des 
Krebses imm Lichte der neueren radiobiologischen 
Forschung). Strahlentherap., 1915, vi, 172. 

Hitherto different diseases have been collected 
under the name of cancer, and many causes assumed 
for its origin. Now it is generally accepted that 
chronic inflammation is the only cause. Local 
abnormal irritation of a cell is the cause of the 
growth of cancer. And one agent in the causation of 
cancer is the stimulation which radium rays, for 
instance, may exercise on the cell. 

In support of his thesis the author makes the 
following assertions: 

1. Radium is present in such quantities in nature 
that cell division may be hastened by it. Many 
kinds of cells are capable of this increased rapidity of 
growth if the right dosage of rays is used. Many 
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experiments were made. For example, the author 
and Dunbar irradiated a muscle nerve specimen of a 
frog with radium bromide. Under the influence 
of the a-, B-, and y- rays the nerve lived longer and 
reacted to stimuli longer than the non-irradiated 
control nerve. 

2. Bacteria suspended in a radium-containing 
fluid take up radium. This assertion is based on 
experiments made with staphylococcus aureus, and 
the author concludes that when radium gains access 
to the circulation it increases bacterial activity. 

3. The Altmann’s granules that are present in 
the normal cells and lacking in the malignant 
tumor-cells are dissipated by radium treatment, so 
that the cell comes to resemble a cancer-cell. 

4. Radium may occur in normal tissues, but in 
less amount than in cancer tissue. 

5. Roentgen rays may produce carcinoma of the 
part irradiated, as shown in the cases of about 100 
surgeons and roentgen workers who had been using 
the rays for 4 to 14 years. No cases of radium can- 
cer are yet known, but it is probable that they may 
be produced by radium when we consider the great 
similarity between the y-rays of radium and roent- 
gen rays. 

Taking up the question of the cure of cancer the 
author shows that — 

1. Radium in sufficient doses is capable of killing 
every kind of cancer-cell. He has confirmed this 
assertion by numberless experiments. For example 
he found that the ova of ascaris, which are par- 
ticularly resistant to chemical agents, can be killed 
in 10 seconds by the a-, B-, and y- rays of 7 mg. 
radium bromide. 

2. The different cells are not influenced to the 
same degree by the rays; their elective effect is 
shown for example in herpes tonsurans, where a 
certain dose causes the hair to fall out but the 
epidermis is not injured; or in case of the ovaries 
and testicles where the rays produce sterility with- 
out causing any direct injury to the surrounding 
tissues. And it is in this elective effect that the 
greatest significance of the rays lies. By irradia- 
tion of malignant cells an active immunity is 
brought about. The author thinks this is the 
most important point in radiotherapy, for if the 
cancer-cells can be brought by means of the rays 
to produce specific antibodies for similar cancer- 
cells, the cure of cancer will be very much furthered. 

Morson reports that in treating a mouth car- 
cinoma with radium rays the carcinomatous glands 
in the pharynx were favorably affected and he be- 
lieves this was due to the formation of antibodies 
by the cancer-cells of the mouth carcinoma. 

Blumenthal injected the expressed juices of an 
irradiated primary cancer into a secondary nodule 
and caused it to disappear. 

The practical conclusions from the author’s work 
are as follows: 

1. In every case the treatment must be preceded 
by careful microscopic examination in order to 
make sure of the differential diagnosis. The author 
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attributes special importance to the demonstration 
of Altmann’s granules. 

2. From time to time the radium should be tested 
as to its own strength. 

3. The irradiation disseminates in the body masses 
of dead, dying, and disorganized tissue, which may 
cause a fatal result. Therefore in cases that have 
been rendered operable by irradiation, operation 
should not immediately follow the radiotherapy. 

4. The mass of carcinomatous tissue should not 
be completely removed before irradiation, for in this 
way the body is deprived of the action of the 
antibodies formed by the old cancer-cells. 

5. In radium we have an excellent means of 
treating inoperable cancer, and it should be used in 
all cases where radical operation does not promise 
good results. A. Goss. 


Perkins, C. W.: The Fluoroscopic Screen and the 
Radiography Plate in the Diagnosis of Medical 
and Surgical Lesions of the Alimentary Tract. 
Med. Rec., 1915, 1xxxviii, 639. 


Perkins thinks that there is no need for the use- 
less controversy between the screen enthusiasts and 
those who favor the serial plate method of diagnosis. 
The signs of gastric and intestinal lesions can be 
recognized by either one or the other. One method 
supplements the other and the skillful use of the 
screen removes the necessity of many plates, thus 
avoiding expense and labor in the laboratory. 
In any event diagnosis should not rest on the X-ray 
findings alone. The radiologist must be a clinician, 
pathologist, and anatomist, and should follow 
his cases to the operating room. Co-operation and 
teamwork of the clinician, radiologist, and sur- 
geon is what is needed for a positive measure of 
success. 

Perkins asserts that the problem of identifying 
a tumor within or without the stomach or intestines 
is impossible by any other method of diagnosis than 
the X-ray, owing to the ability to move the viscera, 
indent them, locate pain-points and adhesions 
within a flaccid abdomen, while the shadow is 
visible on the screen. 

Discussing the X-ray findings in gastric ulcer 
Perkins says that while many have held that the 
incisura or spasmodic indrawing of the greater curva- 
ture is a positive sign of gastric ulcer he has personal- 
ly noticed it in a case of old callous ulcer of the pylo- 
rus with dilatation. In fact this symptom may arise 
from any point in the gastric or duodenal region. 
True incisura indicative of ulcer may be closely re- 
sembled by other phenomena and a hasty conclusion 
must be avoided. 

In some cases of ulcer the usual signs are ab- 
sent, especially in cases of the florid type in the 
pars pylorica and in the stomach wall. The 
clinical evidence will in such cases clear up the 
diagnosis. 

While the cinematograph serial method is a 
serious rival of the screen examination, the expense 
involved is a bar to its general adoption. Moreover, 
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the localizing of adhesions and pain-points by pal- 
pation with the patient standing or recumbent, 
which is always part of a screen examination, is 
certainly impossible by the serial plate method. 

The author thinks that with the exception of 
gynecological diseases, the roentgen ray will largely 
displace the exploratory operation. 

Horus E. Potter. 


Iselin, H.: Roentgen Examination of the Shoulder 
in Two Directions Parallel to Each Other (Die 
Roentgenuntersuchung der Schulter in zwei zuein- 
ander senkrechten Richtungen). Beitr. z. klin. 
Chir., 1915, xcvii, 473. 

Iselin points out the importance of taking roent- 
gen pictures in this way in recognizing fractures of 
the neck of the humerus, the acromion and coracoid 
processes. One picture is taken from before back- 
ward or vice versa, the other from the axilla upward; 
this is better than the picture taken from above 
downward. A fracture displacement may not show 
in the anteroposterior picture but it may be caught 
in the vertical one. 

The details are given of a case of bullet in the 
shoulder for which two incisions had been made un- 
successfully. By means of the two perpendicular 
pictures the bullet was accurately localized and 
removed without any trouble. It was important 
in this case that the bullet should be removed, as 
it was pressing upon a branch of the infraspinatus 
nerve. Iselin also describes a simple method of 
determining the depth of a projectile from these 
two pictures. A. Goss. 


Treber, H.: Changes in the Blood Caused by Radio- 
therapy (Veraenderungen des Blutes durch Aktino- 
therapy). Strahlentherap., 1915, vi, 398. 


The author reports the blood findings in 33 cases 
of carcinoma that he treated with mesothorium, the 
blood count being taken before and after the irradia- 
tion. In 24 cases, or 73 per cent, the hemoglobin 
content increased 10 to 15 per cent, and in 1 case’ 
20 per cent. In 6 cases, 18 per cent, there was no 
change in the hemoglobin content and in 3 extreme- 
ly bad cases there was a decrease in hemoglobin. 
In all cases there was an increase in the number of 
erythrocytes. In contrast to this increase in red 
cells and hemoglobin there was a fall in leucocytes. 
In 22 patients, or 67 per cent, there was a decrease, 
and in 6, or 18 per cent, there was a fall from normal 
to less than 4,800. The size of the dosage of meso- 
thorium did not seem to have any special effect on 
the blood picture. 

In roentgen treatment Treber found that the 
higher the dosage the greater the fall in leucocytes. 
He examined 10 patients, some of them carcinoma 
and some myoma cases. After about seven treat- 
ments there was a decrease in the leucocytes. 
There was also a rise in the red cells and hemoglo- 
bin, but there was probably a second factor involved 
in this; that is, the cessation of the hemorrhage as a 
result of the treatment. A. Goss. 
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St. Clair, R.: Radium Treatment of Malignant 
Tumors. West. M. Times, 1915, xxxv, 89. 


The author reports some cases to show the 
value of radium treatment as a_ prophylactic 
against recurrence, subsequent to a radical operation 
for malignant tumor. ‘Two of these cases were ad- 
vanced uterine carcinomata in which at operation it 
was found impossible to entirely remove all the in- 
volved structures. In the first case radium treat- 
ments with a 10-mg. tube were given. ‘The treat- 
ments were continued at increased intervals for 
three weeks, much longer exposures being given in 
the later treatments. At the time of report, 
fourteen months later, the patient seemed to be in 
perfect health and there were no indications of a 
recurrence. In the second case, in which the fundus 
was involved and removed, the patient received six 
twenty-four-hour treatments of a 1o-mg. tube, the 
treatments being given at intervals of six to eight 
days. The menstrual flow ceased after the second 
treatment, and has not been renewed. At present 
the patient looks healthy and well, though the time 
elapsed is too short to report her as cured. 

The third case was that of a man whose left leg was 
amputated for sarcoma. Numerous large nodules 
showed in the stump after two weeks. He received 
twelve treatments, of from sixteen to thirty hours’ 
duration each, at intervals of from three to five 
days. The discharges became progressively less 
and ceased after a month. He seems perfectly well 
and has no trouble with the stump. 

Horus E. Porrer. 


Heilbron, L. G.: A Few Remarks on the Use of 
Intensifying Screens in Radiographic Work. 
Arch. Radiol. 8 Electrotherap., 1915, xx, 120. 


Heilbron, who writes from the X-ray Institute of 
the University of Amsterdam, reports results with 
the use of intensifying screens, which are more or 
less in contradiction to the opinions of several 
leading roentgenologists. While the use of very low- 
vacuum tubes is one method of getting contrast 
on the radiographic plate, yet some parts of the body 
do not allow of an examination with very low- 
vacuum tubes. In these cases such large quantities 
of X-rays would be needed on the surface of the 
body to get sufficient X-ray energy on the plate 
that there would be some danger to the patient. 
The greatest advantage found in the use of intensi- 
fying screens lies in the possibility of using tubes 
with much lower vacuum than without the use of a 
screen. 

In kidney work the opinions of several authorities 
regarding the use of intensifying screens is unfavor- 
able. Albers-Schoenberg’s opinion being that ‘in 
kidney stones they are not to be recommended.” 
Heilbron’s experience, however, is absolutely op- 
posed to this, as even in very lean persons a sharply 
defined shadow of the kidney is obtained on the 
plate. The technique of the method for this class 
of work is described in detail. 

Although the use of intensifying screens is fairly 
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general now in radiographic work connected with 
the alimentary tract, yet the desirability of its use 
in the examination of the osseous system is not so 
well recognized. For such, and particularly for 
transversal and sagittal radiographs of the head 
the use of the intensifying screen cannot be too high- 
, praised. Moreover the tubes have a much longer 
ife. 

The article is illustrated with some fine examples 
of plates taken with the intensifying screen. 

Horus E. Potter. 


Fischer, H.: Radiology of the Movements of the 
Diseased Stomach (Beitrag zur Radiologie der 
Bewegungsvorgaenge am kranken Magen). Mitt. 
a. d. Grenzgeb. d. Med. u. Chir., 1915, xxviii, 843. 


Fischer gives the histories of 10 cases in which 
radiography showed alternating periods of abnor- 
mally active peristalsis and complete lack of peri- 
stalsis. Four illustrative cases are cited, all but 
one of which were cases of ulcer of the duodenum or 
pylorus or cicatricial stenosis resulting from such 
ulcers. In three of the cases clinical examination 
showed normal motility of thestomach, while radiog- 
raphy showed delay in the emptying of the stom- 
ach. It seems that in some cases after periods of 
very active but ineffective peristalsis with the 
pylorus closed, periods of apparently inactive peri- 
stalsis set in, during which part of the stomach con- 
tents is pressed out through the pylorus. As these 
abnormalities in peristalsis show on the roentgen 
screen before they give any clinical manifestations, 
repeated or long continued roentgen examination 
may call attention to disturbances in the motility 
of the stomach. A. Goss. 


O’Brien, F. W.: Roentgenoscopy (Fluoroscopy) 
Versus Serial Roentgenograms. JIJnierst. M. 
J., 1915, xxii, 1048. 

OBrien criticizes the attitude taken by Barclay and 
Carman in assuming that screen examination in 
roentgenology is the only correct method for diagno- 
sis of conditions of the alimentary tract. 

Accurate diagnosis is the only criterion that the 
physician regards, and he is not concerned with the 
method used by the roentgenologist, provided the 
results are accurate. The objections that serial 
plates are expensive or that screen examination is 
dangerous to the operator are not tenable if exact 
diagnosis is the desideratum. O’Brien quotes 
Case,the recognized representative of the Continental 
School in America, as declaring that while he pre- 
ferred roentgenoscopy, yet because of its limitations 
he was forced to use serial plates to arrive at a cor- 
rect diagnosis in large subjects and to rule out un- 
suspected gall- and kidney-stones and early car- 
cinoma. Case also says that in heavy patients the 
screen findings, with reference to the pylorus, 
are undependable; and that one must make a series 
of plates in order definitely to determine the normal 
elasticity of the gastric walls in the pars pylorica. 

The diagnosis of duodenal ulcer is however the 
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great battle ground between the two schools. The 
roentgenoscopic school in its diagnosis relies upon a 
symptom-complex, which in the main is that first 
described by Holzknecht. O’Brien again quotes 
Case as warning against the unreliability of this 
symptom-complex: “‘As a matter of fact the symp- 
tom-complex method is unnecessary since serial 
radiography and, when necessary, cinematography 
afford us a means of studying intimately the con- 
tractility of the entire gastric wall and of excluding 
even very small indurating lesions.”’ 

O’Brien points out that only 50 to 60 per cent 
of duodenal ulcers are diagnosed with the screen, 
while those who use plates claim as high as go to 95 
per cent correct diagnoses proved at operation. He 
further believes that roentgenoscopy is inadequate 
in the diagnosis of the more important conditions of 
the alimentary tract. It is useful for rapid work in 
thin or medium-sized patients only. It is impossible 
to diagnose gall- and kidney-stones by it directly 
unless they are gross, and early lesions of ulcer or 
carcinoma are overlooked. He strongly favors the 
use of serial plates. Hous E. Porrer. 


Lange, S.: Cause and Prevention of Constitutional 
Symptoms Following Deep Roentgen Therapy. 
J. Am. M. Ass., 1915, Ixv, 1906. 


Lange refers to the unpleasant symptoms which 
very frequently show in patients who have submitted 
to the massive deep dose in roentgen therapy. 
Nausea, lack of appetite, and even vomiting may 
occur from two to six hours after the treatment and 
may persist for days. The weight and strength of 
the patient may decrease and the condition become 
so alarming that the patient will discontinue treat- 
ment. While such symptoms do not usually occur 
with lesser dosage, yet the lesser dosage fails to 
accomplish the results desired. From a study of 
the matter, and a desire to obviate the unpleasant- 
ness, Lange concluded that such symptoms were 
the result of an acidosis, either local or general. It 
is known that the reaction produced in the skin is 
a local acidosis from cellular disintegration. That 
the nausea is not the result of unpleasant odors 
is quite clear as there is no immediate nausea after 
treatment. Clinical tests proved the correctness 
of the theory. The administration of sodium 
bicarbonate in 30-grain doses every three hours for 
twenty-four hours previous to treatment, and for 
forty-eight hours after, obviated any unpleasant 
symptoms in a patient on whom the effects were 
greatly feared. 

Lange now prescribes this medication as a matter 
of routine. The use of alkaline waters and alkaline 
skin lotions is also advised. Ho.us E. Porrer. 


Brunzel, H. F.: Treatment of Actinomycosis with 
Roentgen Rays (Kasuistischer Beitrag zur Be- 
handling der Aktinomykose mit Roentgenstrahlen). 
Strahlentherap., 1915, vi. 


In addition to the surgical treatment of actino- 
mycosis American authors have for some time been 
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using roentgen rays with good results. The first 
report of the use of roentgen rays in Germany for the 
treatment of actinomycosis was by Richard Levy. 

Thus far only 8 cases of actinomycosis cured by 
roentgen rays have been reported in Germany and 
in 6 of these the treatment was combined with sur- 
gery. The curative effect is produced primarily by 
the production of an artificial roentgen erythema, 
with partly filtered and partly unfiltered rays. The 
author thinks this method of treatment is especially 
adapted for actinomycosis, but proposes a combina- 
tion of surgical excision into normal tissue and after- 
treatment with roentgen rays and iodine. He 
shows the curvative effect of the roentgen rays in a 
case of abscess of the sublingual gland which was 
later shown by microscopic examination to be 
actinomycosis. The patient had been operated on 
unsuccessfully several times; after the use of two 
erythema doses he was completely cured. 

Good results have recently been obtained with 
radium rays also. The author reports a case of 
Heierdahl’s in which 4 cg. of pure radium were 
applied for three days to an actinomycosis beneath 
the right eye; there was complete cure in two 
months. A. Goss. 
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Wilms: Treatment of Tangential Wounds of the 
Skull (Richtlinien in der Behandlung der Schaedel- 
tangentialschuesse). Muenchen. med. Wehnschr., 
1915, Ixii, 1437. 

Tangential gunshot wounds of the skull demand 
early and thorough operation; fragments of bone 
should be removed and crushed, and softened parts 
of the brain carefully washed out with salt solution. 


‘Gauze strips wet with balsam of Peru should then 


be laid on the exposed brain to prevent infection. 
The treatment is very effective, as shown by the 
author’s four years experience with it: If opera- 
tion is performed at once there is only the local injury | 
of the brain to deal with; there is no increased intra- 
cranial pressure, but by the second day there is a 
diffuse oedema, which, even if it is not infected, tends 
to produce a prolapse. If operation is delayed this 
long a larger opening has to be made in order to 
provide for the discharge of the exudate, and it is 
more difficult to wash out the softened parts of the 
brain, for it is hard to distinguish them from the 
surrounding oedematous brain tissue. Of course 
the situation will be still more complicated if the 
exudate is inflammatory in nature. Wilms’ work 
has been in a home hospital and he has had frequent 
occasion to see the bad late results of cases that 
were not promptly operated upon. 

Puncture should not be performed for the sake of 
locating a brain abscess. New infection is intro- 
duced by the puncture needle as often as the abscess 
is located. Abscesses must be located by free in- 
cision, and this is especially true of the abscesses 
from tangential injuries, which generally lie very 
near the surface. In case of prolapse, which in- 
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dicates increased intracranial pressure, extensive 
trephining must be performed. Wilms does not 
believe that gaps in the skull should be closed by 
plastic operation, at least not until a year or more 
after the injury, for the patient is for many months 
subject to the danger of late effects from the wound, 
and it should not be closed up by plastic operation. 
A. Goss. 


Schroeder, H.: Treatment of Injuries of the Jaw 
in Military Hospitals (Zur Behandlung der 
Kieferverletzungen im Feld-und Kriegslazarett). 
Beitr. z. klin. Chir., 1915, xcvii, 320. 

Among the various kinds of apparatus which the 
author has had occasion to use in cases of fracture 
of the jaw he prefers the Sauer wire splint with or 
without inclined planes. In cases of extensive loss 
of substance artificial*jaws of hard rubber give 
excellent temporary service. The injuries described 
were produced by grenades, shrapnel, and rifle 
bullets. 

Fourteen case histories are given, comprising 
examples of all sorts of injuries of the jaw. In 
one case no splint was necessary because the frac- 
ture lay within the insertion of the masseter, so 
that the bone was fixed by this muscle; there was 
one case of double fracture of one side of the jaw; 
two cases of fracture of both halves of the lower 
jaw; one case in which the projectile passed through 
both sides of the jaw, but produced fracture only 
on one side; two cases of very extensive loss of sub- 
stance on one side; one case in which the bullet 
entered the open mouth and produced two smooth, 
vertical lines of fracture on one side of the lower 
jaw; one case of extensive crushing of the bone, 
so that an immediate prosthesis had to be supplied; 
one case of injury of the alveolar process of the 
upper jaw; two cases of fracture of both upper and 
lower jaws, and a case of hopeless crushing of both 
jaws. 

The mortality, the author thinks, is higher than 
that for similar injuries in peace. Often the surgeon 
cannot operate so soon as would be desirable on 
account of the general condition of the patient. 
Tongue injuries are rare. A. Goss. 


Holmes, G., and Sargent, P.: Injuries of the Supe- 
rior Longitudinal Sinus. Brit. M. J., 1915, ii, 
493- 


Of the many valuable contributions on gunshot 
wounds of the head that have been published since 
the beginning of the present war, one of the most 
original and valuable comes from Holmes and 
Sargent. The authors draw attention to a new type 
of vascular lesion in the brain which is frequent as 
a result of glancing and superficially penetrating 
wounds about the vertex of the skull from trench 
fighting where the head is more frequently and longer 
exposed than the rest of the body. 

The vascular lesions of the brain seen in civil 
practice are commonly due to arterial disease, to 
thrombosis, hemorrhage, or embolism, while initial 


affections of the cerebral veins are uncommon. _In- 
juries to the latter are common with tangential 
shots from the great penetrating power of the mili- 
tary rifle. Disturbances of the cerebral venous cir- 
culation are frequent from depressed fragments of 
the skull in the nearby cerebral veins, and these 
clinical effects are most striking when the cranial 
sinuses into which the cerebral veins flow become 
involved. Since the vertex of the skull is such a 
constant target in trench fighting the superior 
longitudinal sinus is by far the most frequently in- 
volved of the cranial sinuses. The most common 
type of injury is gutter or tangential wounds at the 
middle line of the head, which may be sagittal, 
coronal, or oblique in direction. In such cases 
there may be injury to the longitudinal sinus itself 
or to its tributary veins with or without injury to 
the adjacent brain tissue. Such a lesion is usually 
followed by thrombosis of the longitudinal sinus, 
its venous lacunz, and the superior cerebral veins. 

The symptoms vary with the location and extent 
of injury received. There is an unusual distribu- 
tion and type of palsy, a constant rigidity, and 
curious disturbances of sensation. Referring to the 
paralyses, out of 78 patients 20 had all the limbs 
involved; 31 had both legs and one arm affected; 
16 suffered paralysis of the legs only; 6 suffered from 
hemiplegic symptoms; and in 5 only one leg was 
involved. The hands were not so much involved 
as the arms, and the feet showed a greater degree 
of paralysis than the legs, which is contrary to the 
rule in cerebral palsies seen in civil practice. The 
rigidity was still more striking than the unusual dis- 
tribution of the paralysis. It was most pronounced 
in the lower limbs. When the upper limbs were 
involved the paralysis was greater at the shoulder 
than at the elbow and it was rarely present and 
never complete in the wrist or fingers. The onset 
of the rigidity may be noticed at once, but it usually 
takes place in the first 24 hours. It does not in- 
crease as a rule, and it is apt to diminish with the 
return of function. The muscles of the trunk may 
partake of the rigidity so that the abdominal and 
respiratory movements become feeble. Reflex 
spasms have been associated with the rigidity. In 
10 patients fits were noted, and these were confined 
to one side in 8 of the 10 cases; the reflexes were 
increased, and Babinski’s sign was present. The 
sensory changes are said to be those of cortical le- 
sions without shock effect. 

The signs and symptoms noted are described by 
the authors as the “longitudinal sinus syndrome.” 

Of 37 not operated upon one patient died. Of 
39 Operated upon 15 died. Seven of the latter had 
some direct brain injury. The results of operative 
interference are not promising and the authors find 
difficulty in deciding upon a proper line of treat- 
ment. Cases uncomplicated by laceration of brain 
substance are prone to improve spontaneously. 
Operation is specially indicated in a certain propor- 
tion of cases, to ward off sepsis and impending com- 
plication. Louis A. LAGARDE. 
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Orth, O.: Penetrating Chest Wounds (Penctrier- 
ende Brust-Bauchverletzungen). Beitr. z. klin. 
Chir., 1915, xcvii, 544. 

The author, after a reference to the necessity for 
laparotomy in all cases of penetrating or even 
parietal wounds of the abdomen, cites three cases 
of penetrating wounds of the chest and diaphragm 
in which abdominal organs were injured. The 
symptoms in these cases did not point to injury of 
the abdominal organs, although laceration of the 
diaphragm should have been suggestive. He pleads 
for a careful abdominal investigation in such cases. 

M. M. Martruies. 


Landois, F.: The Primary Suture for Lung Lacera- 
tion in the Field (Die primaere Naht bei Lungen- 
zerreissungen im Felde). Beitr. z. klin. Chir., 1915, 
xcvii, 538. 


The treatment of wounds of the thorax and lungs 
depends upon the nature of the projectile and the 
direction of the lesion. 

Smooth gunshot wounds may be handled con- 
servatively at first. If hamothorax sets in later, 
a puncture may be made, and empyema may be 
relieved by rib resection. The case is different 
with those suffering from wounds traversing the 
lung or with considerable destruction of the thorax 
who are brought in with open pneumothorax. 
These patients have a small, fluttering pulse, 
cyanosis and dyspnoea. With these, conservative 
methods are not to be recommended. The majority 
of those received at the hospital in this condition 
have not survived. In these cases, therefore, im- 
mediate operation is indicated. 

In consideration of these facts, the author and 
his colleagues have made a practice in open wounds 
of the lungs of drawing the lung into the thorax 
wound and sewing it by a circular suture to the 
musculature, using interrupted stitches. He de- 
scribes in detail two cases. In both there was severe 
laceration of the lung with extensive haemothorax. 
The haemorrhage stopped at once after the sutures 
were placed —these passing deep through the 
parenchyma of the lung — and the general condition 
improved rapidly. Even though empyema later 
necessitated another operation, the condition of the 
patients remained satisfactory throughout. 

Aside from the immediate relief rendered by this 
operation, it is of value in preventing a total collapse 
of the lung if operation for empyema becomes 
necessary, and it also hinders the formation of a 
completeempyema. The lung, after such operation, 
has at least one fixed point from which it can 
dilate and thus gradually cause the closure of an 
empyema cavity. On the contrary, it might be 
suggested that this deep suture through the lung 
and contaminated wound edges might induce 
abscess of the lung. The lung parenchyma, how- 
ever, seems to be very resistant to infection. The 
author claims he has never seen an infected wound 
canal in the lung itself. Even if a stitch abscess 
should form, it could be readily evacuated. When 
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the lung is badly torn, such stitches are the only 
remedy for severe hemorrhage. M. M. Marrutes. 


Morison, R.: A Note on the Treatment of Trau- 
matic Aneurisms Resulting from Bullet 
Wounds. Brit. J. Surg., 1915, iii, 280. 


There are a surprisingly large number of traumatic 
aneurisms. These may appear shortly after the 
wound or at a later period. The diagnosis is made 
on the presence of tumor, expansile pulsation, and 
differences in the pulse in corresponding regions. 

The treatment attempted was usually the Matas’ 
operation. ‘This, however, was successful in only a 
very few cases, and proximal and distal ligation was 
usually resorted to. 

Fifty cases are reported in detail. J. H. Skies. 
Lange: Treatment of Gunshot Wounds of the 

Abdomen in War (Zur Behandlung der Bauch- 
schiisse im Kriege). Beiir. z. klin. Chir., 1915, 
XCVH, 312. 


This article is an answer to a recent article by 
Roper in which he advocated conservative treat- 
ment of abdominal wounds because he says the 
results of conservative treatment are satisfactory, 
and moreover the conditions are not such that 
operations can be performed with any hope of suc- 
cess. Lange replies that the conditions immediately 
back of the firing line are such with reference to 
asepsis, lighting, instruments, etc., that very good 
results have been obtained in operative work, at 
least while the armies are stationary in the trenches. 
Moreover, he doubts the reliability of the statistics 
which show good results from conservative treat- 
ment of abdominal wounds, because many so 
reported are merely wounds of the abdominal wall, 
and do not involve the intestinal tract; of course 
such wounds make good recoveries, but they should 
not be included in the statistics. 

From December 15, 1914, to March 1, 1915, the 
author observed 10 cases of gunshot injury of the 
abdomen. Four were injuries only of the abdominal 
wall and all recovered uneventfully. Of 3 patients 
with intraperitoneal injuries, but without involve- 
ment of the intestine, 2 died and the other was 
discharged without fever after two weeks. Of 3 
with intestinal injuries, one was treated con- 
servatively and 2 by operation, but all died. The 
prognosis is bad with either method of treatment, 
and the author does not believe that either treat- 
ment should become routine, but that each case 
should be treated according to its special indica- 
tions, as in civil surgery. A. Goss. 


Quénu, E.: Seventy-two Cases of Gunshot Injury 
of the Abdomen Treated by Laparotomy 
(Soixante-douze observations de plaies de l’abdomen 
traitees par la laparotomie). Bull. et mém. Soc. de 
chir. de Par., 1915, xli, 2207. 


Quénu reported 46 cases of Schwartz and Mocquot 
and 26 of Mathieu, in all of which laparotomy was 
performed. Of the first 46 cases, 4 were simple 
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penetrating wounds, 29 wounds of one viscus, 13 of 
several viscera. Among the simple penetrating 
wounds there was 1 death and 3 recoveries; in the 
29 univisceral cases there were 20 deaths and 9 
recoveries, or 60 per cent mortality; in the 13 multi- 
visceral injuries, there were 9 deaths and 4 recoveries, 
or 69 per cent. Considering the intestinal wounds 
alone there was a mortality of 75 per cent. 

In a previous series of abdominal wounds reported 
by the author, the mortality was only 67 per cent, 
but in that series the longest time of operation after 
the wound was five hours and many of the cases 
were operated on in one hour. The interval in 
Schwartz and Mocquot’s cases was considerably 
longer, 9 or 10 hours in most and in some over 15 
hours. Among Mathieu’s cases there were 3 
simple penetrating wounds, all of which recovered; 
12 univisceral ones with 3 recoveries; and 11 multi- 
visceral with no recoveries. The mortality for the 
whole series was 77 per cent. This high mortality 
is accounted for by the fact that the patients were in 
such a very serious condition when received. 
Quénu is convinced that none of the fatal cases 
would have recovered under expectant treatment. 

A. Goss. 


Penhallow, D. P.: Shrapnel Bullet in Bladder. 
Boston M. & S. J., 1915, clxxiii, 664. 


The author reports a case of an English soldier 
wounded in France by a shrapnel bullet. The 
wound of entrance was in the midline of the back 
on the level of the lumbar spine. The patient ex- 
perienced no inconvenience, except that he could 
feel some object rolling about in his bladder and 
during urination the stream would be suddenly 
blocked and could only be relieved by change of 
position. An X-ray photograph showed a large 
bullet free in the bladder, which was removed 
suprapubically with good recovery. 

¢ Henry L. SANForpD. 


Richards, O.: The Pathology and Treatment of 
Gunshot Wounds of the Small Intestine. 
Brit. M.J., 1915, ii, 273. 

The conclusions arrived at by the author are: 

1. Death in uncomplicated cases of gunshot 
wounds of the small intestine is not usually due 
to the escape of faces and general peritonitis, but 
to a progressive intestinal paralysis and distention 
spreading upward from the injured coil. 

2. Operation in such a case should include the 
resection of the injured portion together with as 
much bowel above it as would otherwise remain 
in a condition of paralysis. If this be done suffi- 
ciently early there is a prospect of saving a fair 
proportion of cases. J. H. Skis. 


Zahradnicky: Gunshot Injuries of the Large 
Joints (Ueber Schussverletzungen der grossen 
Gelenke). Beitr. z. klin. Chir., 1915, xcvii, 452. 


Aseptic joint injuries are treated conservatively, 
the utmost that is done in a surgical way being punc- 
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ture if there is pronounced effusion of blood or 
fluid, but in infected joints surgery is frequently 
necessary. In injuries of the shoulder the upper 
arm is bandaged to the thorax with a sort of De- 
sault’s bandage padded with gauze. The elbow- 
joint is firmly bandaged at an angle of a little less 
than 90°. The hip-joint is fixed with splints or a 
plaster cast. Large serous or hemorrhagic effusions 
are emptied by puncture if they are not rapidly 
absorbed. The absorption of fluid is hastened by 
painting with iodine and compression bandages. If 
the effusion is suspected of infection the joint may 
be irrigated with one per cent carbolic acid solution. 

Even in infected joints an attempt is generally 
made at conservative treatment, as it is well known 
that immobilization often decreases secretion and 
pain, causes swelling to subside and the temperature 
to fall. In some cases the joint may be irrigated 
with antiseptic solutions. If these measures are not 
effective the joint is freely incised and drained. If 
this does not succeed arthrotomy is performed, pus 
emptied from all recesses, and open treatment of 
the wound instituted. If this is not successful re- 
section must be performed, generally an atypical re- 
section, removing only crushed ends of the bone and 
fragments. Typical resection is performed only if 
the joint is very badly damaged or if there is a septic 
condition which demands resection of the entire 
joint. 

A table is given showing the percentages of opera- 
tive and conservative cases for different surgeons. 
The percentage of cases operated upon varies with 
different surgeons from 4.3 per cent to 95.6 per cent. 
The author operated upon 28.8 per cent of his cases. 
The operations were all in infected cases, except one, 
in which a bullet was removed from a non-infected 
shoulder. Resection was performed in 25 cases, 
removal of necrotic bone in 5 cases, arthrotomy and 
drainage in 11, and amputation in only 2. 

As to the removal of projectiles ihe author believes 
that all shrapnel and grenade fragments should be 
removed. They do not become surrounded with 
connective tissue as do rifle bullets, but form cystic 
cavities which nearly always have purulent contents. 
When a projectile is to be removed it should always 
first be localized with two roentgen pictures taken 
perpendicular to each other. 

He has had in all 200 cases of gunshot injuries of 
joints, 133 of which were non-infected and 67 in- 
fected. He had only 4 deaths from severe sepsis. 
1 a case of hip injury and the other 3 of the knee, 
making a total mortality of 2 percent. In the asep- 
tic cases satisfactory function was restored in 79.7 
per cent; in 20 per cent there remained either pain 
or limitation of motion. In the septic cases the 
functional results were good in only 17.9 per cent 
of the cases; there was limitation of motion in 69.2 
per cent and total ankylosis in 12.9 percent. These 
were the results soon after treatment was finished. 
They will be better as to function after the pa- 
tients have undergone a course of orthopedic after- 
treatment. A. Goss. 
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Bruns, L.: Indications for Surgery in War In- 
juries of the Nervous System, and the Prognosis 
of These Injuries in Themselves and After 
Operation (Uber die Indikationen zu den thera- 
peutischen, speziell den chirurgischen Maasnahmen 
bei den Krieg verletzungen des Nervensystems und 
iiber die Prognose dieser Verletsungen an_ sich 
und nach den verschiedenen Eingriffen). Berl. klin. 
Wcehnschr., 1915, lii, 989. 

Bruns reports his experience at a base hospital 
with 376 cases of injury of the peripheral nerves, 
89 of the brain and skull, and 37 of the spinal column 
and cord. 

The injuries of the peripheral nerves he divides 
into three groups: 

1. In the first group the function of the whole 
cross-section of the nerve is destroyed at the site 
of the lesion, so that all the muscles supplied by 
it are paralyzed; there is complete reaction of de- 
generation in the paralyzed muscles, and sensation 
in the region supplied by the nerve is more or less 
disturbed. It is impossible to tell whether the 
nerve is completely severed or whether it is only 
embedded in scar tissue. The only way of finding 
out is to operate, opening up to the nerve and then 
proceeding according to the findings. Operation 
should be performed as soon as the wound is healed 
any accompanying bone fractures consolidated, 
and all signs of sepsis disappeared. If during this 
period of waiting there has been marked improve- 
ment in the symptoms, operation may be deferred, 
in the hope of spontaneous restoration. 

2. In the second group of cases only some of the 
muscles supplied by the nerve are paralyzed, show- 
ing that the whole cross-section of the nerve is not 
involved, but there is complete reaction of degenera- 
tion in the muscles that are affected. Operation 
may be deferred longer in these cases, for the lesion 
is less severe and they are more apt to recover 
spontaneously. 

3. Inthe third group the reaction of degeneration 
is only partial. These cases may be treated by 
electricity and massage. Neurolysis is especially 
indicated in those cases where there is severe and 
long-continued pain. Among the entire number of 
injuries of the peripheral nerves that Bruns has 
observed, there has been great improvement with- 
out operation in 33. He had great improvement 
after neurolysis in 13 cases, complete recovery in 
half of them. He has had successful results from 
nerve suture in 10 cases. 

The lesions of the spinal cord are divided into 
those in which the whole cross-section is injured, 
and those of partial injury. In the cases of partial 
injury operation should be performed only if the 
réntgen ray shows that fragments of bone or pro- 
jectiles are compressing the cord, or if septic sym- 
toms demand operation. In the majority of partial 
injuries operation is not indicated, and the progno- 
sis without it is much better than might be expected. 
The cases of total injury are often so hopeless that 
operation is useless. There are cases, however, in 
which operation should be performed if the pa- 
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tient’s condition permits it, though with or without 
operation the prognosis is extremely bad. 

The skull wounds have mostly been treated before 
they reach the base hospital; that is, the wounds 
have been examined and cleansed and fragments 
of bone removed. These cases should be kept under 
observation for a long time at the base hospital, 
for every patient with a brain injury is in danger 
for a long period. If he develops signs of dizziness 
headache, or nausea, his temperature should be 
taken and the eye-ground examined. If high ten- 
sion of the pulse or mental dullness intervenes the 
wound should be opened up and an examination 
made for brain abscess. If bullets lodged in the 
brain are superficial they should be removed, for 
they always subject the patient to the danger of 
late abscess. If they are deep down they should 
be let alone, as the danger of exploring for them 
is too great; but it is often difficult, even with good 
réntgen pictures, to tell just how deep they are. 
The author has operated on 12 cases of brain abscess 
with 4 deaths. After injuries of the cortex, attacks 
of cortical epilepsy are very frequent. He has not 
had sufficient experience to say whether operation is 
indicated for these. The prognosis with reference 
to mental defect after brain injuries is quite good. 
Recovery is seldom absolutely complete; for instance, 
after an aphasia there may remain slight disturb- 
ances in reading and writing; but if important asso- 
ciation tracts are not involved in the injury the 
patients recover sufficiently to lead useful and ac- 
tive lives. A. Goss. 


Bradford, J. R., and Elliott, T. R.: Cases of Gas 
Poisoning Among the British Troops in Flan- 
ders. Brit. J. Surg., 1915, iii, 234. 

The gas first used was made up largely of chlorine 
but later bromine was largely used. 

The symptoms caused by the gas are due to (1) 
irritation of the respiratory tract, (2) gastric irrita- 
tion, and (3) a general toxic condition. Death may 
be produced early from asphyxia or later from com- 
plications. Complications may be referred to the 
respiratory tract in the nature of bronchitis, pul- 
monary oedema, emphysema, pneumonia, or pleu- 
risy. Heart-failure may attend the respiratory com- 
plications. ; 

Post-mortem findings show marked congestive 
changes throughout the respiratory tract with 
cedema, emphysema, and pneumonia. The stom- 
ach may show petechial hemorrhage. The kid- 
neys, spleen, liver, and nervous system show marked 
hyperemia. Vascular changes may cause gangrene 
in the extremities. J. H. Sxizes. 


Munroe, H. E.: Remarks on the Character and 
Treatment of Wounds in War. Canad. M. 
Ass. J., 1915, V, 962. 

Since the introduction of the modern rifle, 
machine-gun, and artillery, the majority of wounds 
in war are those caused by projectiles of one form 
or another. These wounds present an appearance 
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varying from the small punctured wound of the 
rifle bullet to severe multiple lacerated wounds pro- 
duced by shrapnel, which are not unlike those seen 
in civil practice caused by machine and railroad 
accidents. Bullet wounds at close range produce 
an explosive effect; that is, the destruction of tissue 
is greater and the wound of exit is much larger than 
the wound of entrance. There is no evidence that 
dumdum bullets have been used, but the Germans 
are said to have the habit of inverting the bullet so 
that the base enters first, causing the bullet to ex- 
pand. 

The destructive effect of these inverted bullets is 
extensive, the tissues, including the tendons, being 
severely torn. The effect of a rifle bullet upon bone 
varies from a punctured wound to severe destruction 
involving the whole shaft of. long bones. The 
effect of shrapnel bullets does not differ materially 
from that of rifle bullets. Shrapnel casing, hand- 
grenades, and bombs all produce irregular lacerated 
wounds on the surface of the body. On account of 
the irregular size and shape of the missiles, they 
produce severe destruction of the tissues. If a 
vital part of the body is severely injured by shrapnel, 
the patient usually succumbs on the battlefield. 

The sinus produced by shrapnel in the soft tissues 
requires special consideration. The sinus varies in 
size in proportion to the size, shape, and velocity of 
the fragment producing it. The sinus tract is 
very irregular, as muscle fibers cut at different levels 
retract unevenly. If the sinus is parallel to the 
muscular fibers the sheath of the muscle may be 
torn, causing rupture of the muscle into and oblitera- 
tion of the sinus tract at different points in its course. 
This interferes with drainage, and has a tendency to 
produce a closed cavity, causing the rapid incubation 
of bacteria. If bone is encountered by the fragment 
of shrapnel, there will invariably be cavities leading 
in various directions from the main sinus. 

With regard to wound infections, streptococcus 
have been most frequently found present. Tetanus 
bacillus has made its appearance in a number of 
cases, while the bacillus aerogenes capsulatus of 
Welch frequently produces the much-dreaded gas 
gangrene. 

The obvious treatment is to promote free drain- 
age. This is done by enlarging the wound of en- 
trance, if necessary, and by making a counteropening 
over the seat of the missile, removing it and cleans- 
ing the sinus, a drainage tube being then placed in 
position. This tube should be of such a size as to 
lie loosely in the wound so as to permit free irriga- 
tion between the tube and the tissues forming the 
walls of the sinus. Slight superficial wounds are 
drained with rubber tissue. Gauze packing should 
be employed on no account. 

The use of a hypertonic salt solution, composed 
of 0.5 per cent sodium citrate and 5 per cent solu- 
tion of common salt known as Wright’s solution, 
used by the continuous drip method, cleans the 
cavity, carries away bacteria, and promotes the 
continuous flow of lymph to the part containing 
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fresh vigorous leucocytes capable of destroying any 
bacteria that may be left behind by the salt solution 
or faulty drainage. After the infection has cleaned 
up, an aseptic dressing is all that is necessary. 

The superficial variety of gas gangrene is treated 
by freely incising the part and the liberal use of 
hydrogen peroxide and exposure to air. Lactic 
acid has proved absolutely useless. The deep 
variety of gas gangrene is controlled only by amputa- 
tion of the affected limb. A circular incision is 
used, the cut surface is left exposed, no sutures being 
used, and the exposed surface is treated with hydro- 
gen peroxide and salt solution applications. 

Epwarp L. CorNneE Lt. 


Reverchon, H. L., Vignat, and Vaucher: Early 
Sterilization of War Wounds with Hot Air or 
Oxygen (Stérilisation précoce des plaies de guerre 
par Vair ou l’oxygéne chaud). Presse méd., 1915, 
XXI1l1, 425. 

The majority of wounds, especially with shells or 
shrapnel are followed by serious, and often fatal, 
infection. The authors have found that this in- 
fection can be prevented more effectively than in 
any other way by the use of hot air or oxygen, oxy- 
gen being preferable to air because it can be raised 
to a higher temperature and acts more rapidly, and 
is also more active in its sterilization. The wound 
should first be opened up and cleansed of all necrotic 
tissue, fragments of bone, clothing, etc., and then 
while the patient is still under ether the wound 
should be given a douche of the hot oxygen, so 
that an eschar is formed over the entire surface of 
the wound. The wound is then covered with an 
aseptic dressing which is changed every day. 

The after-treatment consists of lavage of the 
wound with physiological salt solution and douches 
of hot oxygen. The oxygen should be as hot as 
the patient can stand it, but should not cause pain, 
and should be played rapidly over the wound under 
high pressure. This treatment should be repeated 
every day for about 15 or 20 minutes. Bacteriologi- 
cal examination has shown that the wounds are 
sterile after this treatment. They do not present 
any inflammatory reaction, odor, or suppuration. 
Repair takes place quickly; the patient’s general 
condition is good; temperature and pulse normal. 

Histories are given of 11 cases in which the treat- 
ment was used. The few failures were due to the 
fact that the wounds were not opened up freely 
enough, so that pockets remained that were not 
touched. Of course the results are better if the 
treatment is given early. A. Goss. 


Morison, A. E., and Tulloch, W. J.: The Treatment 
of Septic Wounds in War by Magnesium 
Sulphate Solution. Brit. J. Surg., 1915, iii, 276. 


The fact that the majority of the wounds in the 
present war are terribly infected has led to the use 
of a variety of treatments in the attempt to obtain 
one giving the best results. The use of magnesium 
sulphate solution has proved very satisfactory in a 
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Fig. 1. 


large number of cases. A recent wound is thorough- 
ly cauterized with pure carbolic acid. An old 
suppurating wound is not cauterized. Moist ap- 
plications of the following solution are then applied: 
magnesium sulphate, 40 ounces; glycerine, 10 
ounces; boiling water, 30 ounces. 

Dressings are changed not oftener than once in 
twelve hours, thus saving the patient much dis- 
comfort and trouble. The hypertonic character 
of the solution aids free drainage of lymph. The 
solution is not readily absorbed; it does not hinder 
the growth of granulation tissue, in fact it stimulates 
such growth, and it has a slight bactericidal prop- 
erty. The dressings are not irritating, in fact they 
are soothing to the patient. The strength of the 
solution above mentioned seems to give the best 


results. J. H. Skies. 
Jeger, E.: Some Improvised Devices for War 
Surgery (Einige Kriegschirurgische Improvisa- 


tionen). Beitr. z. klin. Chir., 1915, xcvii, 549. 


An apparatus for thorax operations is shown in 
Fig. 1. It consists of a double bellows connected 





by a valve and compressed from above by two 
strong springs. Pumping the lower bellows will 
deliver a continuous stream of air from the upper 
under even pressure. The vent of the lower bellows 
is connected with a metal tube bent twice at right 
angles, through which the anesthetic is admin- 
istered. The compressed air is emitted through 
a hose connected by a metal tube to another hose. 
The degree of compression of the latter regulates 
the pressure in the hose. From the metal tube two 
small metal tubes serve to connect rubber tubing 
which is fastened into the nostrils by means of zinc 
paste. The patient’s mouth is closed with a suture 
during the operation. 

An apparatus for extension of the humerus is. 
shown in Fig. 2. With this apparatus, the upper 
arm is rested on an arrangement of metal rods, 
which are easily removed in order to permit of free 
inspection of redressing of the wound without in- 
terrupting the extension. The apparatus consists 
of a board a, which is fastened to the body by 
bandages, and two other boards b c are fastened to 
it by hinges. Screws at e d fasten the boards at 
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any desired position. The board 6 is a fork with 
its branches 30 cm. apart, carrying metal rods at 
intervals f gh. Extension is produced by fastening 
the ends of c by rubber tubing z k by hooks / on the 
ends of the fork. The board c is suitably uphol- 
stered and the lower arm of the patient bandaged to 
it, with the upper arm resting on the metal rods. 
Another apparatus for extension of the humerus 
shown in Fig. 3 consists of a modification of the 
Christen apparatus which permits of access to the 
wounded shoulder and the upper epiphysis of the 
humerus. The apparatus differs from the original 
model in that the board a, which is bound to the 
body, and the crossboard b, on which the upper arm 
rests, are connected by a third board e. ‘The fore- 
arm is fastened as usual to the board d. On board 
a is a hook e to which is fastened a length of 
rubber tubing /, which by means of a cord and pulley 
at g makes tension on the elbow. To avoid pressure 
on the elbow and the necessity for long adhesive 
straps, the elbow is enclosed in a short, well cush- 
ioned plaster-of-Paris bandage in which an ordinary 
bandage is included for attaching the cord. The 
position of the upper fragment can be influenced 
by more or less packing of the space between the 
board ¢ and the upper arm. M. M. Marrutes. 


Mayer, E.: Technique of Fixation Dressings (Zur 
Technik fixierender Verbaende). Muenchen. med. 
Wehnschr., 1915, |xii, 1396. 


The author believes that the reason why plaster 
casts are not more generally used is because most 
physicians have not been taught the technique of 
their application. In many clinics their applica- 
tion is regarded as a minor detail and is left to in- 
ternes or nurses. In military surgery a plaster 
cast properly put on often saves a limb and some- 
times a life. The author has used them with the 
best of results in his hospital. He describes in de- 
tail the technique of putting them on, and points 
out that one of the chief errors usually made is to 
make them too short. A cast intended to fix the 
knee should extend from the hip to the foot, in- 
cluding both, while a cast for the hip should enclose 
the knee and foot of the injured side and the hip 
and thigh of the other side, the two sides being con- 
nected by a transverse rod. Sometimes in applying 
a cast to the leg below the knee it is also necessary 
to include the pelvis, in order to preven rotation of 
the injured side. 

Following the advice of Koch, in fractures of the 
leg, the author sometimes places a small Kramer 
splint transverse to the axis of the leg and encloses 
it in the plaster so that the leg cannot rotate any 
more than it could in a Volkmann splint. In the 
same way in an injury of the arm above the elbow 
the thorax must be included in the cast. Care 
must be taken to have the elbow bent at a right 
angle. If the cast is not padded it is difficult to 
avoid bed sores. In open’ wounds windows should 
be left in the cast large enough to permit of the dress- 
ing of the wound and its edges covered with ad- 


hesive plaster, while to prevent the rest of the cast 
becoming wet gauze is pushed in between it and the 
skin enough to absorb the wound secretion. 

The author cited some cases from his hospital 
which in spite of very severe injuries did not lose 
their limbs. One patient had almost nothing left 
of the upper arm but a badly crushed humerus, but 
he now has a useful arm. In another, about 4 cm. 
of the femur projected from the wound, but he can 
now walk around, of course with his cast. Mayer 
recommends the use of casts in all possible cases 
and thinks that they should largely replace the use 
of extension, especially in war injuries. A. Goss. 


Hauser: Lessons of the War in Regard to the Or- 
ganization of the Medical Service (Lehren des 
Weltkrieges fuer unser Armeesanitaetswesen). 
Cor.-Bl. f. schweiz. Aerzte, 1915, xlv, 1441. 


Hauser points out the necessity of his own country- 
men learning from this war whatever lessons are 
to be gained from the fighting countries. He him- 
self has made personal visits of inspection to a great 
many of the German, French, and Belgian hospitals, 
and has also accompanied trains of wounded and 
prisoners through Switzerland. He believes that 
the ideal arrangement in caring for the wounded 
would be to dispense with first-aid dressing stations 
and transportation, and treat the patients thor- 
oughly at once. This end can almost be attained 
at times in the stationary trench warfare. 

Investigation shows that surgical treatment has 
become more and more radical at the front since 
the war began, especially with reference to tangential 
wounds of the head, abdominal wounds, and in- 
juries of the spinal column and spinal cord. But 
it is quite different when the armies are advancing. 
Here the wounded have to be cared for as best they 
can at first and then carried back to the base hos- 
pitals. Both Switzerland and France have a small 
medical staff for each regiment, while in the German 
army there is a large medical staff for each division. 
Hauser thinks the former plan is much better for 
Switzerland, as it is more elastic and allows of 
greater mobility, which is very important in a small 
mountainous country like Switzerland, where the 
less centralization there is the better the service. 

Military hygiene is at least as important in war, 
if not more so, than military surgery. Unfortunate- 
ly many of the medical men of the army have not 
had sufficient training in hygiene. Military hygiene 
cannot be learned in books, in college, or even in 
civil practice; it must be learned in handling large 
bodies of men. When the sanitation officer properly 
appreciates his duty he can find plenty to do even 
when few of the men are sick. It is a great mis- 
take not to provide a division or troop with sufficient 
sanitation officers because there is little sickness. 
They should be on hand always to see that the men 
are living hygienically. 

Not only medical men but geologists and com- 
petent engineers are necessary to protect the health 
of the soldiers. The geological conditions with 








204 


reference to the water supply are very important. 
Single large hospitals are better than many scattered 
small ones, as they can be run much more econom- 
ically. Buildings designed for other purposes, such 
as school buildings, factories, and hotels can of 
course be utilized as hospitals when the need arises. 
Some very excellent hospitals along the French front 
are installed in such buildings. 
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Gas phlegmon and tetanus are both much rarer 
than they were in the beginning of the war. Anti- 
sepsis has been shown to be much superior to asepsis, 
not only in gas phlegmon, but in military surgery in 
general. Vaccination against typhoid in the various 
armies has greatly reduced the morbidity from 
typhoid and the disease is much milder than it 
formerly was. A. Goss. 


A REVIEW OF GUNSHOT WOUNDS OF THE CHEST IN THE 
PRESENT WAR 


By Cotonet LOUIS A. LAGARDE, Mepicat Corps, U.S.A., RetrReD 


REVIEW of gunshot wounds of the chest 

brings to notice the changes that have come 

about in recent years through the agency of 
wound treatment, but more especially on account of 
the change in armament. The mortality of gunshot 
wounds of the chest in the Crimean War (French 
army) was 91.5 per cent; among the English troops 
it was 70 per cent; among those who survived to 
reach hospital care in the Civil War, United States, 
1861-5, it was 65.5 percent. With the introduction 
of the new military rifle, firing a steel-jacketed bullet, 
this high mortality commenced to lessen very 
materially. In the Spanish-American War it was 
27.5 per cent among United States troops; in the 
Anglo-Boer war it was 14 per cent; and out of 945 
cases observed at Monkden by Follenfant, in the 
Russo-Japanese war, the mortality was found to be 
as low as 3.67 per cent. Follenfant’s cases were 
studied some time after the injury and the mortality 
is consequently lower than it would have been had 
the statistics been culled at the front. Still it 
should be remembered that the wounds were in- 
flicted by the Japanese bullet, which is but 6.5 mm. 
in caliber, a reduced caliber bullet smaller than that 
of other armies, that of the Russian Army being 7.65 
mm. In the present European War a larger mor- 
tality is expected, since the shell and shrapnel 
wounds are so much more frequent than they were 
in all the late wars and, also, a larger mortality is 
to be expected from wounds caused by the short 
pointed, unstable Spitze bullet. 

The fact that the modern rifle bullet is narrow 
leads it to pass through the chest at times without 
injury to important structures which, judging from 
the external wounds, appeared to lie in its line of 
flight. Colonel Hale White! mentions the marvel- 
ous escape of important structures in some of the 
recent battles. A man was shot through the chest, 
his left recurrent laryngeal nerve was damaged and 
yet the vessels were unhurt; and in another instance 
the only evidence of damage to any other structure 
than the lung was that the pupil was larger on the 
injured side than on the other. In another instance 
a bullet passed through the body of the right scapula 

1 Lancet, Lond., rors, Dec. 4, p. 1233. 


just below the outer part of the spine; it ranged 
forward and upward through the lung, fractured the 
sternal end of the right clavicle into several pieces, 
and emerged at the right sternoclavicular joint, 
yet it damaged no artery or nerve, as there was no 
evidence of hemorrhage or paralysis. Another 
instance of a narrow escape was that of a man hit 
by a bullet, while waving his arm, at a point on the 
inner margin of the left deltoid. ‘The X-ray showed 
the bullet to be lying in the posterior part of the 
chest six and one-half inches from the skin on the 
front, behind the superior vena cava; it moved up 
and down with respiration and from side to side 
synchronously with the heart. The symptoms 
lasting one week, were severe pain in the chest, 
dyspnoea, and inability to lie down. On arrival in 
England his symptoms gradually disappeared at 
the end of three weeks from the time of injury 
and he was able to walk about with comfort. 

Men who have been hit in the lower part of the 
chest have also made marvelous escapes. A young 
man was hit by a bullet close to the sternum in the 
fifth left interspace. With the X-ray the bullet 
could be seen to lie in the upper part of the liver 
near the tip of the eleventh rib or more probably 
in the deeper part of the abdominal wall. The 
man was seized with pain when shot but he neither 
coughed nor vomited any blood. There was 
dyspnoea for a short time. Two and one-half weeks 
later upon reaching England he seemed to be well 
without physical chest signs. 

The small amount of lesion is dwelt upon by 
White and yet it should be remembered that the 
reduced caliber military rifle bullets have always 
been noted for the small channel which they in- 
flict in lung tissue when they make a regular impact 
and travel point-on. The elasticity of the lung 
tissue makes the wounds of entrance and exit 
appear much smaller than they really are. The 
contractile property of the tissue, acting as it does in 
minimizing the amount of lesion, no doubt subdues 
hemorrhage from small vessels and in that way it 
causes lung wounds to be classed among the humane 
injuries in war. It is shown by a study of the 
characteristic features of wounds caused by pro- 











GENERAL SURGERY — MISCELLANEOUS 


jectiles in other parts of the body that resistance on 
the part of the tissues coupled with sectional area 
and high velocity on the part of the projectile are 
the determining factors in the production of de- 
structive effects. The* fact that the sectional 
area of the reduced caliber bullet is so small, and 
that the lung tissue offers no resistance is probably 
the principal reason for the humane features ob- 
served in chest wounds in a fairly large number of 
those who reach hospital care. When this class of 
humane wounds has been reckoned with it should 
be remembered that no account has been taken of 
the lesions that were present among those who died a 
few hours after injury. The dead no doubt suffered 
injury to the larger vessels about the root of the 
lung from a regular impact of the bullet but more 
often from the bullet striking side-on and traveling 
at a tangent to its line of flight. 

The symptoms of perforating gunshot wounds of 
the chest are extremely variable. They are almost 
absent in somecases. Shock is only marked in cases 
with pronounced injury. Usually pain is experienced 
and yet some patients are hardly aware that they 
have been hit. 

Hemoptysis is very common. In an extensive 
review of the subject of chest wounds in the present 
war, White finds that it was present in 75 per cent 
of the cases. The amount of blood coughed up is 
variable, depending upon the size of the vessel 
damaged. The bleeding stops in a few days in 
those who reach hospital care. Cough is generally 
slight and of short duration. - 

Colonel Sir John Rose Bradford and Captain 
T. R. Elliott! dwell on the change in the char- 
acteristic features of the chest wounds observed in 
the present war as compared to the wounds in the 
Anglo-Boer War. In the latter, infection of a 
haemothorax was a rarity. Makins saw only one 
case of primary emphysema, and this he attributed 
to the removal of a bullet which lay underneath the 
skin. There were, however, a number of secondary 
emphysemas due to aspiration. Secondary in- 
fections were also believed to follow resection of a 
rib in order to dislodge intrapleural blood-clots. 
The surgeons were inclined to a most conservative 
method of treatment. 

The present campaign in Flanders has changed all 
of this teaching. In the Anglo-Boer, Spanish-Amer- 
ican, and Russo-Japanese wars the bullet wounds 
were inflicted at the battle ranges by a well-balanced 
ogival-headed bullet. The amount of lesion was 
generally limited. Chest wounds from shell frag- 
ments and shrapnel balls were not so frequent. In 
the present war chest wounds are inflicted by the 
high velocity bullets at short range, by fragments 
of shell, or by shrapnel balls. The effusion of blood 
in the thorax is generally large in amount so that 
it cannot be left alone. The clothing and skin of 
the soldiers are fouled with soil and fecal organisms 
and the result is that primary infection is very 
frequently introduced into the hemothorax. Hem- 

1 Brit. J. Surg., 1915, Oct. 15, p. 247. 
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orrhage and sepsis are a much more serious matter 
in the prognosis of chest wounds in this war than in 
any wars immediately preceding it. 

The observations of Bradford and Elliott were 
made in base hospitals at Boulogne, 60 miles from 
the front and twelve hours distant by train. The 
most of the cases arrived on the second or third day, 
while a few were detained at points nearer the front 
until the end of the first or even of the second week. 

To discover the cause of death, post-mortem ex- 
aminations were made on 84 bodies. Of these, 69 
had an effusion of blood in the pleural cavity; 23 
in this group died of complications such as purulent 
bronchitis, paraplegia, or additional injuries to the 
abdominal viscera. The remaining 46 died as a 
result of the hemothorax. The effusion was found 
to be infected in 38 of this number and death in all 
of these was the result of infection. Hamorrhage 
was the cause of death in one case on the third day, 
and this may have been the cause of death in 7 others 
but the evidence was not conclusive. 

Death from simple hemorrhage is not to be feared 
if the patient has survived three days, and the au- 
thors believe that removal to the base does not in- 
volve danger of hemorrhage when transport is 
conducted after that date. 

In a group of 168 cases made up of mild and severe 
cases, there were 27 in which the lung was wounded 
without evidence of effusion. The haemothorax 
was sterile in 114 cases and 48 of these were so 
large — generally 40 ounces or more — that they 
had to be treated by aspiration. Death occurred 
in 26 cases with effusion, and 20 of these deaths re- 
sulted from sepsis. One died on the third day as the 
result of simple hemorrhage of the lungs. ‘There 
were 48 septic as against 120 sterile effusions, of 
which 48 were large. 

In another group of 160 cases of haemothorax, in 
which only the severe cases were recorded, but 5 
cases of simple wound of the lung without effusion 
were noted. The haemothorax was sterile in 86 
cases and of these 41 were aspirated. There were 
53 septic cases which survived after resection. 
There were 21 deaths and the effusion was septic 
in 16 of these. Again, there was only one death 
from simple hemothorax which was complicated 
by a wound of the heart. The aggregate was 60 
septic as against gt sterile effusions of which 41 were 
large. 

A study of the two groups referred to shows that 
infection was present in one-third of the cases re- 
corded and that the large effusions were just as often 
septic as sterile. The chance of infection has to be 
considered in every case of haemothorax. The 
authors believe therefore that the wounded men 
should be moved, as soon as possible after the danger 
from hemorrhage has passed, to a station where the 
infection can be promptly dealt with. (The re- 
viewer is fully in accord with the authors as to the 
necessity of moving the patients at once to well- 
equipped centers where any complication may be 
intelligently dealt with. The transport should be 
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as short as possible and conducted most carefully. 
Whenever the field conditions permit it is much 
better to bring the necessary equipment and person- 
nel to the patients. Military surgeons generally 
in all of the recent wars agree that formal evacuation 
of chest cases is contra-indicated and that these 
should be treated as near the first-aid zone as prac- 
ticable. Sauerbruck and Brockard, who discussed 
gunshot injuries of the chest at the Congress of 
German Surgeons held at Brussels last May, called 
attention to the serious nature of this class of 
wounds in the present war and they are decidedly 
of the opinion that lung wounds should be kept 
quiet two weeks or longer before transportation is 
permitted.) 

In the discussion of sterile and septic hamo- 
thorax Bradford and Elliott bring out some very 
interesting data. 

Sterile hemothorax. Post-mortem evidence taught 
them that the source of the effused blood can- 
not be definitely determined during life. They 
seldom saw cases of prolonged hemorrhage or late 
resumption of it. They believe that in cases that 
reach hospital care the haemorrhage takes place 
rapidly and then ceases. 

The fact that a fluid resembling blood is at times 
removed by aspiration and fails to coagulate has 
elicited much discussion as to the extent to which 
the effused blood coagulates inside the pleural cav- 
ity. The authors consider it probable that clotting 
may be interfered with by the churning movements 
of respiration, so that the fibrin is whipped out in 
layers which cover the pleural surfaces while the 
serum retains much of the red corpuscles in sus- 
pension. Ordinarily they believe the clotting al- 
ways takes place and very early through the action 
of the ferment liberated at the surface of the wounded 
tissues. The clot may be complete and massive, 
but with an early and fairly extensive separation of 
the yellow serum from the clot. In such a case as 
the latter, the fluid which separates from the clot is 
generally tinted by the products of haemolysis or it is 
a clear transparent yellow. 

Large collections, together with blood causing 
complete collapse of the lung, are rare. There were 
but 8 cases of pneumohemothorax out of 328 cases 
and only 4 cases of pneumothorax without the pres- 
ence of blood. 

Clinical features. The physical chest signs are 
the same as those to be found with fluid in the 
pleura. Dyspncea is one of the early and distressing 
signs and it persists as long as there is a large effusion 
in the pleura. Without extensive effusion it dis- 
appears in about three days. The temperature 
rises to 101 to 104° F. However, it falls nearly to 
normal, oscillating between go and 100° F. in the 
next two weeks. A high level is rarely shown and 
unlike the oscillations in septic haemothorax it only 
ranges at most from 99 to 102° F. or 100 to 104° F., 
after which it drops to normal. 

Treatment. The treatment of sterile haemothorax 
consists in removal by aspiration of the free fluid 
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when the fluid exceeds 20 to 30 ounces or when 
the dullness reaches half way up the scapula. 
Among §8o sterile effusions averaging 3 pints in 
volume aspirated, there was no evidence of later 
hemorrhage, and in but one instance was empyema 
known to develop later. Aspiration should be 
practiced from the seventh to the tenth day. A 
bacteriological examination of all fluids removed 
should be made at once. To control the dyspnoea 
and fits of coughing which often supervene during 
the removal of the fluid, by alternately aspirating 
the fluid and injecting oxygen it is possible to 
empty a chest of all fluid without causing pain. 

Septic hemothorax. Primary infection is so fre- 
quent in this war that every hemothorax with fever 
must be suspected of sepsis. The pneumococcus, 
micrococcus tetragenus, and bacillus influenza, the 
denizens of the respiratory tract, were the offenders 
in about 20 per cent of the cases. The remainder 
had been infected from the skin, particles of cloth- 
ing or part of the equipment carried in with the 
bullets, or by dirt which was either normally present 
on the projectiles when they were fired or such dirt 
as they acquired in ricochet. The offending or- 
ganisms thus acquired were made up of two groups; 
namely, streptococci and staphylococci, and an- 
aerobic gas-producing bacilli of fecal origin. The 
latter abided in 50 per cent of the cases in pure 
culture or mixed with cocci, and their presence is 
responsible for a very characteristic clinical picture. 
In 190 sterile cases of haemothorax there were 121 
bullet and 55 shell wounds. In 77 cases which 
lived there were 33 bullet and 38 shell wounds; in 
35 septic cases which died there were 14 bullet and 
18 shell wounds. The authors insist that early 
transport does not increase the incidence of infec- 
tion since the septic cases were known to become 
infected very early. 

The following points which go far to suggest in- 
fection are noted among the clinical features: 

1. Fever, developing progressively, or sustained 
at a steady high level, or with widely irregular ex- 
cursions of temperature. A sterile hamothorax may 
be accompanied by fever lasting as long as three 
weeks, but the daily oscillations as a rule show reg- 
ular uniformity. 

2. A rapid pulse of 100, 120, or even higher, is 
customary, but severe infection may be present 
with a pulse of only 80 or go. 

3. Dyspnoea, which is out of proportion to the 
physical signs and increases instead of diminishing. 

4. A furred tongue which tends to be dry and 
brown with streptococcal infections. The an- 
aerobic bacilli do not influence fur on the tongue. 

5. Sleeplessness. Mild delirium marks a grave 
and usually hopeless infection. 

6. The appearance of pain and tenderness in the 
side as the pleural inflammation develops. Pain 
caused by fractured ribs or by subcutaneous em- 
physema must be excluded. 

7. Vomiting invariably means that abdominal 
organs as well as the lungs have been injured. 
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8. The physical signs of a septic haemothorax do 
not differ from those of a sterile effusion, except in 
the cases where anaerobic bacilli are present. The 
signs are caused by the.slow or rapid development 
of malodorous gases as the bacilli grow in the 
effused blood: (a) rapid displacement of the heart; 
(b) cracked-pot resonance over the bubble of gas in 
the area of dullness of the haemothorax. The gas 
may develop rapidly; the patient may show great 
respiratory distress, and may collapse without high 
fever. These cases are liable to a disastrous error in 
diagnosis which regards them as an increasing 
pneumohemothorax that can only be saved by 
rest and morphia. 

The foregoing may raise the suspicion of infection. 
If a case fails to show improvement in the general 
condition, the suspicion is thereby increased, but 
the positive way to obtain evidence of infection is 
by the use of the exploring needle. The sample 
will show a heavy deposit of pus with offensive odor 
like that of rotten eggs or feces pointing to gas- 
producing anaerobic bacilli. If organisms are not 
revealed in the first examination other samples 
should be examined later. 

Treatment. Early recognition of infection is very 
important. Much harm results from delay in 
diagnosis and proper treatment; the patient’s 
strength is reduced; more or less lasting injury to the 
chest from thickened inflamed pleura is produced; 
and fatal septicemia may be induced. 

Infected fluid may be removed by aspiration, 
but the entire removal of clot and pus is the only 
desirable resource and this is done by resecting a rib 
or two to insure thorough drainage. 

Prognosis. Cases of anaerobic infections often 
make excellent recoveries. Grave symptoms are 
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of a mechanical nature rather than septic, owing to 

the rapid development of gas. The worst infections 

are the streptococcal cases which may produce a 

hopeless septicemia. In one group, 28 recoveries 

occurred in men infected by gas bacilli, with 7 

— while 8 pure streptococcal cases lived, and 
ied. 

The following interesting summary is laid down 
by the authors: 

1. The total mortality of chest wounds reaching 
hospital care was 10 per cent. 

2. Simple hemorrhage never causes death after 
the third day. Sepsis is the principal cause of 
mortality from this time onward. 

3. Primary infection occurs in 25 per cent of the 
effusions and it is fatal in one-third of the cases. 

4. A sterile haemothorax should be emptied by 
aspiration except when it is of small size. 

5. Infection should be suspected in all cases which 
are not progressing favorably after the fourth day. 
It cannot be diagnosed with certainty on clinical 
features alone; a sample of the fluid withdrawn 
should be examined bacteriologically. 

6. A hemothorax fluid which looks red and in- 
nocent may nevertheless be heavily infected. 

The chest should be opened as soon as possible 
in all cases of infected haemothorax. 

8. The signs of air as well as blood in the chest 
may be caused by foul gas evolved in the course of 
an infection by anaerobic bacilli. Immediate re- 
section is then required. 

A complete pneumothorax or a large pneumo- 
hemothorax due to air leak from the lung is not 
often infected. If infection is present, an attempt 
should be made to expand the lung again by aspira- 
tion before rib resection is performed. 
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Wile, U. J., and Senear, F. E.: Chancre of the Cervix 
Uteri. Surg., Gynec. & Obst., 1915, xxi, 643. 


The authors discuss the relative infrequency of 
chancres of the cervix as compared with those seen 
on other parts of the female genitalia. The literature 
contains but scant and meager references to the 
subject. 

The authors had the opportunity of studying 
carefully two cases of cervical chancre at the Uni- 
versity Hospital in Ann Arbor. In one case the 
diagnosis of carcinoma of the cervix had been made, 
due to the extreme friability and excessive bleeding 
and to the gross appearance which closely resembles 
that of cervical cancer. In the other case the chancre 
appeared as a simple erosion. 

Attention is called to the extreme difficulty of 
diagnosis, owing to the fact that the ordinary 
diagnostic criteria, by reason of anatomical factors, 
are not present in the primary syphilitic sore of the 
cervix. 

In general the chancres of the cervix uteri occur 
in hypertrophic form, and as papulo-erosive lesions. 
In the two cases described the active spirochexta 
were demonstrable from the smears taken from the 
lesions. 

From the standpoint of differential diagnosis, the 
chancroid, carcinoma, herpetic lesions, and simple 
cervical erosions come into consideration. 

The absence of the satellite bubo in the groin 
makes the diagnosis more difficult. The authors 
believe that the pelvic lymph-glands are probably 
involved as satellite buboes, but these are difficult 
of clinical demonstration. While a rare condition 
the authors believe that a considerable number of 
cases escape recognition due to neglect of careful 
examination. 


Degrais, P.: Radium Therapy of Cancer of the 
Cervix (Radiumthérapie du cancer du col de 
Vutérus). Ann. de gynéc. et d’obst., 1915, xi, 609. 


It is only within recent years that the histological 
changes shown in cancer-cells after the application 
of radium and the clinical results in superficial 
cancers have encouraged physicians to extend the 
use of radium to deep-seated malignant growths. 
The uterus particularly should be given the ad- 
vantage of radium treatment, for the histological 
characteristics of the mucous membrane of the 
cervix are such that it should react very much as the 
skin does. For some years Degrais has been using 
radium in these cases, and while the time is not long 
enough or the cases numerous enough to speak of 
cures, there is no doubt that much has been ac- 


complished. Pain and haemorrhage are relieved, 
life made much more endurable and in many cases 
it is undoubtedly prolonged. It gives these good 
results in the very cases where surgery is helpless; 
that is, in the far advanced cases. 

Where radium therapy is to be used, as much of 
the growth as possible should be removed surgically 
and then the radium treatment given with suitable 
filtration and by the cross-fire method, subjecting 
all parts of the tumor to the rays at once. The 
radium is applied in the rectum as well as the va- 
gina, for it has been found that the rectovaginal sep- 
tumis very frequently involved. The patients are in- 
structed to return at stated intervals for examina- 
tion and sometimes ‘the radium treatment is given 
the second time if there are any signs of recur- 
rence. ‘The author has a number of patients who 
seem to be in good health now four years after 
treatment. Another benefit of radium treatment is 
that it sometimes reduces the cancer so as to make 
an inoperable case operable. A. Goss. 


Kelly, H. A., and Burnam, C. F.: Radium in the 
Treatment of Carcinomata of the Cervix 
Uteri and Vagina. J. Am. M. Ass., 1915, lxv, 
1874. 


The authors’ conclusions as to the action of 
radium is that to markedly varying degrees it 
injures all tissues and that the injury is some kind 
of intracellular chemical change. It seems improb- 
able, however, that the disappearance of cancer- 
cells without any demonstrable effect on normal 
cells can be due solely to a difference in resistance 
of the cells to radiation. ‘The common observation 
that in two cases with the same type of growth, 
subjected to the same radiation, different results 
are obtained; that in one the cancer disappears 
promptly and in the other is not affected at all, 
suggests the importance of resistance in the patient. 
It also opens up a wide field for speculation and 
experimental investigation as to what this resist- 
ance may be, where it is located, how it may be 
artificially produced, etc. 

The most easily injured normal tissue in con- 
nection with cervical and vaginal cancer radiation 
is the rectum. In the authors’ earlier cases, when 
they were less familiar with their agent and totally 
unacquainted with the tissue reactions, this com- 
plication was not uncommon and, in some cases, 
led to such serious results as ulceration, fistula 
formation, and even death from infection. 

The results obtained by the treatments may be 
summarized as follows: 

Of the 213 cases treated, 14 were operable and 
199 inoperable. 
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Operable cases. Of the 14 operable cases, 10 
patients were operated upon and treated prophy- 
lactically with radium. Of these, 2 have been well 
for more than three years, 1 for more than two years, 
4 for more than a year, and 3 for more than six 
months. The number is too small to draw con- 
clusions from and yet is suggestive when it is con- 
sidered that in 75 per cent of all cases with opera- 
tion there is recurrence and that 60 per cent of 
these recurrences take place within one year fol- 
lowing operation. 

In 4 cases of the operable group, on account 
of some general contra-indication to operation, 
radium alone was used. All of this group are living 
and well; 2 for more than three years and 2 for 
more than one year. 

Inoperable cases. The total number of inoperable 
and inoperable recurrent cases is 199, of which 53 
patients have been clinically cured, tog markedly 
improved, and 37 not improved. 

This series includes 35 cases of originally inoper- 
able cancer of the cervix uteri or vagina in which 
the patients are clinically cured; in 3 cases for over 
four years; in 2 cases for over three years; in 4 
cases for over two years; in 17 cases for over one 
year; in 10 cases for over six months. It also 
includes 18 cases of originally inoperable recurrent 
cancers in which the patients are now clinically 
cured; in 1 case for over six years; in 1 case for over 
four years; in 11 cases for over two years; in 10 
cases for over one year; in 5 cases for over six 
months. - 

Excluding the operable cases, in which the 
authors have both operated and used radium, there 
are 203 cases left; in 57 of these cases the patients 
are clinically cured. The word “clinically”? cured 
is used and the word “cured’’ reserved for later 
reports to apply to cases beyond the five-year 
limit, which has been conventionally adopted by 
surgeons as a time limit for estimating the per- 
manency of cures of malignant disease. 

Of the 57 clinical cures, 1 has lasted for six years; 
3 for over four years; 4 for over three years; 5 for 
over two years; 29 for over one year; and 15 for 
over six months. 

The following conclusions are reached: 

1. That radium is of exceedingly great value in 
the treatment of cancers of the cervix uteri and 
vagina. 

2. That the results in the next 200 cases will far 
surpass those reported here. 

3. That the betterment in the improved but 
not cured cases is so marked that it alone makes 
radium a great addition to existing methods and 
would justify its use. 

4. That every inoperable cancer of the cervix 
uteri or vagina, provided general metastasis is not 
evident, stands a chance of at least 1 in 4 of cure 
by radium treatment. 

5. That there is marked reason to believe, not 
only that a large number of inoperable cases are 
curable, but that, by the joint use of radium and 
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operation, the 1 in 4 cure rate of operation in 
operable cases may be raised to 3 in 4 or better. 

6. That some cervical cancers do not respond 
to radium treatment. This same variation in 
reaction occurs in many other types of neoplasm. 
It is apparently due to a lack in the patient of 
resistance to the specific growth. Work should be 
directed toward determining where the body pro- 
ducts which attack a radiated cancer arise and 
what they are. On account of the certainty that 
some of the operable cancers of the cervix would 
not be cured by radium and also on account of the 
necessity of having many patients remain cured 
over five years in order to be sure of the permanency 
of the results, hysterectomy and radiation are 
advised in operable cases. This is the rule in clearly 
operable conditions. In borderline cases, the use 
of radium is advised, as the permanent cures from 
operation are not numerous in this group. If the 
growth does disappear, it can only be determined 
whether or not hysterectomy is advisable by trying 
out both methods; this as yet has not been 
done in a sufficient number of cases to arrive at 
any definite conclusions. However, when clinical 
cures have occurred in inoperable cases, operations 
are probably best not carried out. Manifestly, an 
inoperable case which becomes operable, but does 
not entirely heal, should be treated by operation. 

Epwarp L, CorneE LL. 


Clark, S. M. D.: The Value of the Combination 
Method in the Treatment of Cervical Car- 
cinoma. J. Am. M. Ass., 1915, Ixv, 1171. 


The perfection of the Percy heat method marks a 
brilliant epoch in the cancer problem. Though 
possessing many admirable qualities, it does not 
seem, when viewed in the light of a cure, that it is a 
method to be singly used. It should be classed as 
a valuable adjunct and its chief virtues are demon- 
strated when combined with other equally valuable 
but operative methods. 

For purposes of discussion, cervical carcinoma 
may be conveniently divided as follows: 

1. The first group comprises the incipient cases, 
in which ulceration is strictly limited to the cervix. 
There is free mobility; no infiltration, but an 
occasional unaccountable show. ‘The menses are 
slightly prolonged. Constitutionally the patients 
are unimpaired. 

2. In this group the cervix is well infiltrated with 
carcinoma. The growth is just beginning to spread 
to the vaginal walls. The uterus is still movable, 
though there is a definite thickening in its lower 
and middle segment. There is no appreciable 
lateral infiltration, and no pain in the sides. There 
is copious bleeding and secondary anemia, and con- 
stitutionally the patient is below par. This is the 
type in which the radical operation is reluctantly 
considered from the standpoints both of primary 
mortality and of permanent cure. 

3. In this group there is either a crater or a large 
cauliflower mass in the vault of the vagina. There is 
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notable lateral infiltration as well as involvement 
of the vaginal wall at least an inch from the cervix. 
There is a decided impairment of mobility. There 
is pain in the sides; marked cachexia and anemia. 
Constitutionally and locally these cases are sur- 
gically impossible from the radical standpoint. 

4. The cases in this group are hopelessly ad- 
vanced. There are conglomerate metastases of the 
rectum, bladder, and vagina. The inguinal lymph- 
atics are involved, and there is a constant discharge 
with foul odor. The patients are constitutionally 
wrecked and are frequently opium habitués. 

Cases falling in the first group are treated by 
combining at the one sitting the application of heat 
with the Wertheim removal. The abdomen is 
opened, thoroughly packed off and, as a prophy- 
lactic haemostatic measure, both internal iliacs are 
ligated, which excellently serves in reducing bleed- 
ing so frequently associated with the radical work. 

In extremely obese women of small stature, it is a 
physical impossibility to operate radically; further- 
more, if it were possible, the primary mortality 
would be so high as to render the procedure unwise. 
Here the liberal application of heat offers the best 
and only chance, as these patients are unfit for 
extensive operating and yet can well withstand the 
abdominal incision for the introduction of the guid- 
ing hand. 

In the second group, the Percy method occupies a 
unique position in that it converts the constitution- 
ally unfit into good surgical risks and, too, causes 
marked shrinkage in the local area. By employing 
it in combination with ligation of both internal 
iliacs and one ovary at the first sitting, with a three 
and a half weeks’ interval, these surgically doubtful 
risks are literally transformed into safely operable 
cases. 

The plan adopted is to cook and ligate and then 
let the patient remain in bed about ten days, at 
which time the slough detaches. The hemorrhage 
and toxemia having been controlled, the patient 
is permitted to return home and daily douches and 
forced feeding initiated. 

By the use of the two-stage plan, such cases can 
be radically improved and it can be positively 
asserted that it is a method which increases the 
operability of cervical cancer as well as reduces its 
primary mortality. 

The third group of cases has heretofore been 
considered hopeless. The patients would, as a rule, 
be superficially singed and sent home to die. Since 
employing the elaborate heat plan as a routine in 
combination with internal iliac and one ovarian 
ligation, the author feels that, though permanent 
relief is not, as a rule, to be expected, much genuine 
comfort and some cures can be given this group. 

The author has had two cases which, when first 
seen, were obviously inoperable, but, after the use 
of the combination method, they changed so com- 
pletely that the Wertheim operation was performed. 
Even after very careful search, no cancer-cells 
could be found in either of these specimens. 
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The fourth group is the absolutely hopeless class. 
It is to be hoped, however, that, as a result of im- 
proved medical education, combined with the 
educational work now being so splendidly conducted 
by the cancer commission, this group will greatly 
diminish. Epwarp L. Cornet Lt. 


Shlenker, M. A.: Cervical Myoma; Report of an 
Unusual Case. JN. Orl. M. & S. J., 1915, xviii, 
324. ; 

The case is reported of a woman, aged 53 years, 
who had been married 14 years. Her menses began 
at 13 years; were of the regular 28-day type, dura- 
tion 7 days or more, amount always more or less 
profuse. During the last 3 months her periods 
were irregular and painful lasting much longer than 
usual. The last period persisted throughout the 
entire month, during which time she passed many 
large clots. She had had three full-term children 
and two miscarriages, both of the latter occurring 
more than three years previous. 

Three days before admission to the hospital very 
severe pains set in which the midwife diagnosed as 
labor pains. These pains continued for several 
days until a mass was noticed protruding from the 
vagina, when she was sent to the hospital. On 
admission to the hospital a diagnosis of inversion 
of the uterus was made. A great deal of blood had * 
been lost and the patient was in a state of shock. 
On inspection the protruding mass was found to be 
not unlike an inverted uterus, but closer examination 
proved it to be a cervical myoma which had rup- 
tured spontaneously from the left side of the cervical 
wall. The mass was removed and the patient made 
an uneventful recovery. 

The specimen consisted of a soft pliant mass 
g.5X11x5.5 cm. The surface was irregular in 
outline and at two points was distinctly lobulated. 
There was a connective-tissue capsular layer over 
most of the tumor. Microscopically, it was a 
typical leiomyoma with varying amounts of muscle, 
connective tissue, vessels, and hyaline degeneration. 

The diagnosis was fibro-leiomyoma (fibroid). 

C. D. Hotmes. 


Schmitz, H.: The Action of Radium on Cancers 
of the Pelvic Organs; a Clinical and Histologic 
Study. J. Am. M. Ass., 1915, lxv, 1879. 


Since April, 1914, the author has treated 112 
cases of malignant growths of various regions of the 
body with radium. Forty-eight of these occurred in 
pelvic organs. Forty-one of these pelvic cancers 
are considered in this paper; 36 were in the uterus, 
5 in the rectum, and 3 in the bladder. The tumors 
were inoperable, recurrent, or operable carcino- 
mata; 24 were inoperable, 9 recurrent, and 8 
operable. 

Ten of the inoperable and three of the recurrent 
carcinomata were thoroughly cauterized or ex- 
cochleated and then cauterized preceding the ap- 
plication of radium. Broken-down tissue and 
débris were thereby as completely removed as 
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possible, and the extent of the intensity of the 
X-rays into the depths of the tissues correspond- 
ingly increased. The operable cases were subjected 
to an extensive vaginal cauterization and an ab- 
dominal panhysterectamy. As soon as the patient 
recovered from the operation, radium was inserted 
into the crater of the broad ligament. The rays 
were used as a prophylactic to recurrence. 

The following plan of treatment was adopted 
and carried out in the last cases: 

A course consists of from six to eight seances of 
from ten to twelve hours each, with an interval 
of from thirty-six to sixty hours. This course is 
followed by an intermission of three weeks. If a 
bimanual examination made at this time reveals 
an apparent cure, two or three applications of from 
500 to 600 mg. hours of radium element are given 
every second or third day. Another interval of 
three weeks is allowed to elapse, and if the examina- 
tion then reveals a normal condition the treatment 
is considered terminated. Negative findings, of 
course, are followed by another course of from 
3,000 to 4,000 mg. hours. 

This “interval method” gave the best sub- 
jective and objective results with a minimum of 
concomitant symptoms. 

Brass filters of from 1 to 1.5 mm. thickness were 
used. Whether or not lead filters cause severer 
latent destruction of tissue than brass filters, the 
author was unable to prove. Such disturbances 
occurred either in very advanced cases of car- 
cinoma, with breaking down of uterine or vaginal 
walls, or in extensively cauterized tumors. The 
secondary rays produced in the metal fibers were 
arrested by surrounding the filter with a cot made 
of pure Para rubber of a thickness of from 1 to 3 
mm. The healthy vaginal walls were protected 
by snugly packing the vaginal canal with gauze, 
Para rubber, or lead plates surrounded by rubber 
and gauze. 

The conclusions are as follows: 

1. The best method of applying radium is the 
interval method by which from 3,000 to 4,000 mg. 
hours of radium element are applied within from 
about fourteen to twenty-one days. 

2. The a and #. rays must be arrested by a 
brass filter of from 1 to 1.5 mm. thickness. 

3. The secondary rays, forming in the metal 
filter, are rendered inert by a rubber cot of from 1 
to 3 mm. thickness. 

4. Inoperable cancers that are not far advanced 
so that cauterization is not contra-indicated yield 
satisfactorily to radium therapy. 

5. Advanced inoperable and recurrent cancers 

are ordinarily refractory toward the radium rays. 
Any improvement is at least very temporary. 
M6. Patients treated with the rays after surgical 
removal of the organs have done well, although the 
time since the treatment averages only about eight 
months. 

7. Patients suffering from cancer should be 
treated surgically and then radiologically, and if 
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surgery is contra-indicated they should receive 
radium treatment, which at least relieves the sub- 
jective symptoms and often the objective ones. 

8. The time elapsed since the commencement 
of the radium treatment in all the cases enu- 
merated is too short to permit a definite opinion to be 
formed as to the remote results of radium treatment. 

9. Clinical and histologic studies enable us to 
pronounce the radium rays a valuable addition to 
the therapy of cancer. 

10. It will require years of constant observation 
to demonstrate such results as anatomic cures. 

11. The same measure that is applied to establish 
the efficacy of surgical procedures in cancer treat- 
ment must certainly be employed in radiotherapy. 

Epwarp L. CorNeELL. 


Fabre: The Indications of Radium Therapy in the 
Treatment of Cancer of the Uterus (Les in- 
dications de la radiumthérapie dans le traitement 
du cancer de l’utérus). Ann. de gynéc. et d’obst., 
1915, xi, 620. 


Fabre gives the detailed histories of ten cases of 
uterine cancer in which she has used radium with 
excellent results. There are only about 25 per cent 
of the cancer cases that present themselves to the 
surgeon in a stage which offers any hope of suc- 
cessful operation. Radium is extremely useful in 
this very large class of inoperable cases. All in- 
operable and recurrent cases should be treated 
exclusively with radium. In cancers on the border- 
line of operability radium should be given as a 
preparatory treatment. It often reduces the 
growth so that it can be operated upon. Operable 
cancers should be operated upon, but radium should 
be given after the operation, as it completes the 
surgical procedure and is of great value in preventing 
recurrence. A. Goss. 


Olow, J.: Coexistence of Myoma and Malignant 
Tumor and Its Significance in the Treatment 
of Myoma (Sur la présence simultanée de myomes 
et de tumeurs malignes et de l’importance de cette 
coexistence sur la question du traitement des 
myomes). Arch. mens. d’obst. et de gynéc., 1915, iv, 
369. 

The author has had microscopic examination made 
of the cases of myoma at the gynecological clinic 
of the University of Lund, and has found that 5.2 
per cent were complicated by malignant tumors. 
This finding is of considerable importance in con- 
sidering the radiotherapy of myoma. There is 
danger of overlooking a malignant growth which 
will have further time for development while the 
radiotherapy is being given. He concludes that 
when radium treatment is given for myoma if 
there is not very prompt improvement, or if there 
is a recrudescencé after an initial improvement, the 
conservative treatment should be given up and 
radical operation performed. 

Radium has a particularly good effect on hemor- 
rhage and if this is not promptly controlled it is 
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almost certain that malignant disease coexists. 
Olow therefore advises total extirpation, not only 
when a diagnosis of malignant tumor has been made, 
but in all cases of myoma where it is not contra- 
indicated, for the sake of avoiding the possibility of 
malignancy. The ovaries should be removed at 
the same time, especially in women who are nearing 
the menopause. A. Goss. 


Tuttle, E. G.: Surgical Treatment of Anterior 
Displacements of the Uterus Accompanied 
by Irritation of the Bladder, Dysmenorrheea, 
and Sterility. N. Am. J. Homeop., 1915, xxx, 
487. 

Tuttle states that the literature pertaining to the 
treatment of anterior displacements of the uterus 
is very meager as compared to that regarding poste- 
rior displacements. Posterior displacements are 
more common and are usually accompanied by a 
train of symptoms far more severe than anterior 
displacements, hence the multiplicity of methods for 
treatment in the former as compared with the latter. 

Irritation of the bladder, dysmenorrhoea, and 
later sterility are the most important symptoms 
resulting from anterior displacements of the uterus. 
Endometritis, stenosis of the internal os, stricture 
and elongated cervix are also often associated 
lesions. 

The treatment of pathological anterior displace- 
ments is surgical. The size and position of the 
uterus, i.e., the degree of displacement, together 
with the length, size, and position of the cervix, will, 
in each case, determine the method of procedure. 
Careful and persistent after-treatment is essential 
to the successful cure of these conditions. 

Harvey B. MAtTTHEWs. 


O’Conor, J.: A Mode for Ventrofixation of the 
Uterus for the Relief of Prolapsus. Ann. 
Surg., Phila., 1915, lxii, 470. 

In the author’s opinion the dominant factor in 
uterine prolapse is the relaxation of the cervical 
attachments, and any operation designed for the 
relief of prolapse should, therefore, aim at fixation 
of the cervix. In the author’s operation the cervix 
is fixed to the recti muscles in the following manner: 

The abdomen is opened by a low central incision 
and the uterus exposed. A small transverse in- 
cision is made through the uterine peritoneum, just 
above and parallel to the uterovesical peritoneal 
reflection. The uterine peritoneum, with the blad- 
der, is reflected downward and forward until a space 
one inch square is denuded on the anterior surface 
of the cervix. Next, three 11-day catgut sutures are 
passed, one-third of an inch apart, through this 
exposed portion of the cervix and deep enough to 
catch a firm grip of the cervical muscular coat. 
The ends of these sutures are drawn out on each side 
respectively, through the recti muscles by a Child 
ligature forceps. Thus the peritoneum is excluded 
and the denuded surface of the cervix is brought into 
direct apposition with the recti. To avoid subse- 


quent intestinal adhesions at the site of fixation, the 
parietal wound is closed by tier sutures, the first 
suture purposely including the uterine peritoneum 
well above the denuded area. Cceliohysteropexy, 
in addition, may be done when necessary. 

As the first step in any operation for prolapse of 
the uterus, dilatation and curettage, trachelor- 
rhaphy or amputation of the cervix with anterior 
and posterior colporrhaphy, one or both, should be 
done whenever necessary. Harvey B. MATrHEws. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Hellman, A. M.: Fibroid of Ligamentum Ovarii 
Proprium. JN. Y.M.J., 1915, cii, 944. 


The case is reported of a woman, age 44, whose 
menses began at 15 years, regular 28-day type, 
duration 5 days. She had borne 6 children and had 
5 abortions. During March, 1912, she had a severe 
cold and sudden difficulty of urination. This same 
urinary symptom recurred on June 1 and again on 
June 30. In the last mentioned attack she was 
catheterized for two days, and sent to the hospital. 
On examination a large adnexal tumor was found 
and a panhysterectomy performed July 6, 1912. 

The tumor was 14x16 cm., had a circumference 
of 36 cm., and was attached to the ligamentum 
ovarii proprium. It was hard and smooth ex- 
ternally, and on cross-section it was found to be 
hard, smooth, shiny, and without cysts. The 
ovaries were normal. Microscopically the tumor 
tissue was rich in cells, with nuclei oval or rounded, 
close together, and separated only by a few, sharply 
defined, thicker, red-stained connective-tissue bun- 
dles. Throughout the tumor the nuclei were regular 
in form and in the intensity with which they took 
the stain. Here and there were larger and smaller 
vessels, in part surrounded by hyaline degeneration. 
The Giemsa stain showed some yellow areas which 
were undoubtedly blood. Sections from the edges 
of the tumor showed cell groups separated from 
one another by oedema. The ovaries showed large 
corpora fibrosa and subepithelial cysts. 

The diagnosis was fibroid tumor very rich in 
cells and arising from the ligamentum ovarii 
proprium. C. D. Hormes. 


Goldberg, S.: Operative Conservation of the Ovary. 
Buffalo M. J., 1915, \xxi, 173. 


The ovary, being an organ of such vital importance 
to the female economy, its operative conservation 
should ever be uppermost in the mind of the surgeon, 
first, because of its threefold function: the causing 
of menstruation, the secreting of ova and_ hor- 
mones; second, because there is no condition, me- 
chanical or pathological, except in extremely rare 
cases, in which the ovary is so thoroughly incapaci- 
tated from its normal functioning but that some 
part of it may be conserved in the interests of the 
patient; third, the percentage of recurrences after 
conservative operation will be greatly reduced 
when straight horizontal incision is used instead of 
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the more generally used elliptical; fourth, removal 
of ovaries does not produce deleterious effects be- 
cause there is no longer a secretion of the ovarian 
hormone per se but because its absence destroys that 
normal hormone cycle of all ductless glands. 

C. D. Homes. 


Figueiredo, J. P. de: Is Partial Resection of Scle- 
rotic Ovaries Justified (La résection partielle 
des ovaires reconnus macroscopiquement scléreux 
ou scléro-kystiques est-elle justifiée au point de 
vue microscopique)? Ann. de gynéc. et d’obst., 
1915, xli, 565, 639, 693. 

The author bases his paper on a microscopic ex- 
amination of 61 ovaries from 50 patients with a view 
to determining whether the microscopic appearance 
of sclerotic or sclerocystic ovaries is such as to 
justify their resection. He found that the vitality 
of the primordial follicles is generally affected. In 
some cases a few of the follicles may develop nor- 
mally and give rise to pregnancy. ‘The number of 
follicles is generally in inverse ratio to the degree of 
sclerosis. ‘There were lesions of the stroma in all 
except one of the cases. The arteries show thicken- 
ing of the walls and hyaline degeneration regardless 
of the age of the patient. 

Various kinds of abnormal formations were found 
in the ovaries examined, including: (1) epithelial 
formations, such as remnants of the wolffian body 
and inclusions of germinal epithelium; (2) pri- 
mordial follicles already degenerated or in process of 
degeneration; (3) graafian follicles undergoing cystic 
or hyaline degeneration; (4) islands of interstitial 
cells; (5) cysts of the corpus luteum; (6) fibrous ad- 
hesions; and (7) old or recent hemorrhagic foci. 
As the greater part of these formations are capable 
of proliferating and producing the most serious 
pathological phenomena the author concludes that 
resection is indicated, more especially as it is 
practically without danger. A. Goss. 


Chalfant, S. A.: Subcutaneous Transplantation 
of Ovarian Tissue; Report of Thirty-two Cases 
with Special Reference to the Effect of Such 
Transplantation on the Menopause. Surg., 
Gynec. & Obst., 1915, xxi, 570. 


This procedure was first employed by F. F. 
Simpson in 1912, in an effort to prevent, or to lessen 
the severity of, the menopausal symptoms in a 
young girl in whom it was necessary to remove both 
tubes and ovaries for extensive inflammatory 
disease. 

The literature is reviewed from Martin’s paper 
in ro1r and 32 cases of transplantation reported. 
In these cases sections of one or both ovaries were 
used. These sections were placed in the subcutane- 
ous tissue of the abdominal wall through a separate 
incision. This site was selected because it was not 
thought wise to leave tissue, which was in many 
cases probably infected, in the peritoneal cavity; 
and if trouble did occur the graft could be removed 
without the necessity of a second laparotomy. 
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In 9 of 13 cases in which one ovary remained in 
the pelvis the graft was palpable at the time of 
examination; in one, more than a year after opera- 
tion; and in two, variations in size were detected 
by the patient. 

Of 2 cases where the uterus was left but both 
ovaries removed, one patient menstruated after 
three months and regularly thereafter to the present 
time except for one month. 

Of the 17 patients in which the uterus and both 
ovaries were removed, 15 were traced. In 12 the 
graft was palpable and 5 gave evidence of continued 
function as shown by variations in size and increased 
tenderness. 

Among the 17 cases, including the two in whom 
the uterus was left, 2 had no disturbance of the 
menopause, 7 had only slight menopausal symp- 
toms, 5 moderate and 3 severe. In 40 cases without 
transplantation the menopausal symptoms were 
more severe. 

The author’s conclusions are: 

1. Subcutaneous transplantation of ovarian tis- 
sue does not increase the risk of operation. 

2. In the majority of patients the graft will 
persist for a time. In this series it is still present at 
twenty-seven months, sixteen months, and in 3 
cases more than a year. 

3. In some patients it appears to functionate, as 
shown by the apparent development of graafian 
follicles, by variations in size and tenderness, and, 
when the uterus remains, by menstruation. 

4. The presence of one ovary in the pelvis does 
not necessarily interfere with the success of the 
graft. 

5. Those patients in whom ovarian tissue has 
been grafted seem to have less discomfort from the 
premature menopause. 


Mitchell, L. A.: Influence of Peptone on Tolerance 
of the Body for Homogenous Ovarian Trans- 
plants. J. Am. M. Ass., 1915, lxv, 1692. 


Peptone injections were made at the time of op- 
eration and thereafter every four days until the an- 
imal was sacrificed for necropsy. The injections 
were made intraperitoneally under aseptic pre- 
cautions and the dose used was approximately 1 
ccm. of a boiled 10 per cent solution of Witte’s 
peptone to each 100 gm. of the rabbit’s weight. 

Following the peptone injections, the animals 
showed a reaction which was manifested by labored 
breathing, restlessness, and general bodily weakness. 
In every case after the animals had received from 
three to four injections, they showed a condition of 
reduced metabolism evidenced by a loss of body 
weight and marked thinning of the coat. This was 
not noticed in the controls, which were otherwise 
subject to similar conditions. 

As a result of the experiments, the following con- 
clusions may be reached: 

1. Peptone injections tend to intensify rather 
than to inhibit the reaction of the host against 
homogenous grafts of ovarian tissue. 
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2. Such injections of peptone produce a con- 
dition of reduced metabolism in the animal, but not 
to such an extent as to prove dangerous to life. 

3. An abundant blood supply to the graft does 
not indicate that it is viable in its new environment, 
but may rather be evidence of an intense reaction 
against it on the part of the host. 

4. The destruction of the graft is practically 
complete by the sixth week, both in animals in- 
jected with peptone and in those not injected. 

5. The host primarily reacts to the presence of 
the graft by revascularization of its tissues, and the 
further reaction which evidently involves the de- 
struction of the graft is evidenced by round-cell 
infiltration and proliferation of the connective tissue 
of the host. 

6. The presence of peritonitis within a few days 
destroys the viability of intraperitoneal grafts. 

Epwarp L, CorNeELL. 


EXTERNAL GENITALIA 


McKinnon, A. J.: The Advantages of Vaginal Sec- 
tion in Pelvic Surgery. West. M. Times, 1915, 
XXXV, 201. 


In pelvic abscesses, pus tubes, pelvic lymphangitis, 
etc., colpotomy seems to be an ideal method of 
procedure. The freedom from pain and the rapidity 
of convalescence is in striking contrast to that 
following abdominal section for these conditions. 
The anterior vaginal method of treating prolapse 
and other displacements of the uterus, tumors of 
the uterus, and diseases of the tubes and ovaries, 
etc., offers some distinct advantages over other 
methods of treatment. The advantages are set 
forth by the author as follows: 

1. In suspected tubal pregnancy a _ vaginal 
section is the simplest way of making a diagnosis, 
and if it is present it can be treated as well as 
through abdominal section. 

2. Conservative work on tubes and ovaries is 
easier to perform through the vagina. 

3. Convalescence is practically free from pain 
and more speedy. 

4. The cosmetic feature is in its favor. 

5. No visible scar or weakened abdominal wall 
remains. 

The operation is briefly described in six stages: 

1. Pull the cervix down with a tenaculum. 

2. Make a transverse incision on the front of the 
cervix through the anterior vaginal fornix. With a 
blunt dissector separate the bladder from the vagina 
and make a vertical incision through the vagina to 
give more room if needed. 

3. With gauze on the finger separate the bladder 
from the uterus. 

4. Introduce a large retractor, lifting the bladder 
up behind the symphysis. 

5. Incise the peritoneum. 

6. Hook the finger over the fundus (or use a 
‘ttenaculum), and push the cervix back and dis- 
locate the fundus of the uterus into the vagina. 
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The tubes and ovaries drop into view on the back 
of the uterus. 

Through this incision any operation can be done 
on the tubes or ovaries, the round ligaments treated, 
and tumors of the uterus excised. After completing 
the work, push the fundus back into the pelvis, 
stitch up the peritoneum and the incision in the 
vagina. Practically any operation in the pelvis 
can be performed through the incision described, 
and it almost entirely obliterates the distressing 
sequellz of abdominal section. C. D. Hotes. 


Ward, W. D.: The Construction of an Artificial 
Vagina with Establishment of the Menstrual 
Function. Surg., Gynec. & Obst., 1915, xxi, 655. 


The author. describes the construction of an 
artificial vagina after the Baldwin method. The 
patient was a girl 13 years old just beginning to 
show signs of attempted menstruation. A normal 
functioning uterus was found, and Ward succeeded 
in connecting it with the vulva so that a regular 
menstrual function was established, as well as a good 
vagina constructed. A careful dissection was made 
between the bladder and rectum, and at a depth of 
about three inches from the incision of the mucous 
membrane the cervix was reached. It was grasped 
with a double tenaculum and pulled down, the 
connective tissue around it being peeled back, until 
finally the mouth of the cervix was exposed; a 
dilator passed into it revealed about an ounce of 
black tarry blood inthe uterus. This was evacuated, 
and the cavity of the uterus, which was a little 
longer than normal, was wiped out with gauze. 
It was then packed with iodoform gauze, as was the 
cavity for the new vagina. 

Six days later the abdomen was opened. The 


cecum was located and a loop of small intestine 


twelve inches long just proximal to it was selected, 
which when doubled reached well down through 
the pelvis to the vulva. The loop was isolated by 
rubber-covered clamps and separated from the 
rest of the intestine, but was left attached to its 
own mesentery. The distal end of the isolated loop 
was closed by a purse-string suture of silk, and a 
half of a Murphy button was dropped into the short 
end of the ileum attached to the cecum; the other 
end of the loop was cleansed but not closed, and the 
other half of the Murphy button was introduced 
into the proximal end of the ileum. The isolated 
loop was freed by making radiating incisions into 
the mesentery at each end to a depth of about 
three inches, which allowed the loop to be pulled 
into the pelvis without cutting off its blood supply. 
Putting together the two halves of the Murphy 
button restored the continuity of the small intestine, 
and the cut edges of mesentery were sutured to- 
gether, closing the gap in the mesentery and cover- 
ing over the raw edges. The peritoneum into the 
cavity made at the first operation was then opened, 
and with a forceps the doubled loop of intestine was 
drawn down to the vulva, the open end being 
stitched around the cervix. This finished the ab- 
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dominal work. The loop of the intestine at the vulva 
was then opened and the edges stitched there, both 
limbs of the intestinal loop being packed with 
iodoform gauze. : 

The patient’s convalescence was uneventful and 
she went home before the end of the third week and 
in another two weeks was up and about. 


MISCELLANEOUS 


Fellenberg, R. von: Treatment of Sterility (Ueber 
die Behandlung der weiblichen Unfruchtbarkeit). 
Cor.-Bl. f. schweiz. Aerzte, 1915, xlv, 1409. 


Sterility may be due to various causes, including 
gonorrhoea, malposition of the uterus, vaginismus, 
etc., but there is no doubt it is due in a considerable 
number of cases to defective internal secretions. 
Sometimes it is due to an excess, rather than to a 
deficit of ovarian secretion. 

The author describes the case of a woman, sterile 
for four years, from whom the whole of the left and 
a part of the right ovary were removed, after which 
she became pregnant. If one ovary is diseased it 
sometimes has an inhibitory effect on the other 
normal ovary, and after the diseased one is removed 
pregnancy occurs in the normal ovary. 

The work of Kocher and others on the thyroid 
and hypophysis have shown that the genital func- 
tion is influenced by a number of the glands of 
internal secretion. Guggisberg has shown that both 
the pregnant and non-pregnant uterus of mammals 
may be made to contract by thé administration 
of extracts of such glands. The interstitial gland 
of the ovary seems to be responsible for the female 
secondary sexual characters, and a defect in its 
function causes infantilism of the genital organs, 
which is generally associated with chlorosis. 

Kottmann has shown that defective ovarian 
function may cause defective assimilation of iron. 
Von Noorden has shown that the ovarian secretion 
influences the blood-forming organs; therefore 
ovarian treatment is justified in cases of infantilism 
associated with anzmia. 

Bab in 1909 first suggested ovarian treatment for 
sterility due to defective ovarian function. He 
advises adding lecithin to the ovarian preparation 
to supply the need of the foetus for lecithin. He 
holds that the ovarian extract has a _ threefold 
effect: (1) a local action on the ovary that corrects 
menstrual disturbances; (2) a local effect on the 
growth of the uterus and tubes, so that the hypo- 
plastic condition is improved; and (3) a stimulating 
effect on the general health. Von Fellenberg has 
used ovarian treatment in a number of cases with 
excellent results. He combines with it measures to 
increase the blood supply of the genital organs, 
such as hot douches, sitz baths, and spa treatment. 

Sterility may also be caused by defective thyroid 


395 


function. In these cases there is abnormally rapid 
coagulation of the blood, relatively low neutrophile 
and relatively high lymphocyte count, nervous 
irritability, spastic constipation, and migraine. 
Kocher believes that anemia too is often due to 
defective thyroid function. Sehrt even says that 
an infantile uterus always indicates defective thy- 
roid function. Conception may occur in such cases 
but it is followed almost immediately by abortion. 
The author has given thyroid treatment success- 
fully in a number of such cases, pregnancy occurring 
in a number of women who had previously been 
sterile. There was also an improvement in the 
general health, and the spastic constipation dis- 
appeared. The blood should be examined at 
least once in two weeks. Under thyroid treatment 
in these cases it returns to normal. Hallion and 
Dellile gave ovarian extract and found a dilatation 
of the thryoid vessels and a fall of pressure in them. 
Gross and Tandler found at autopsy of castrated 
individuals that the thyroid was unusually small. 
Weil and Sehrt both observed pregnancy after the 
administration of iodothyroid to previously sterile 
women. So there is considerable evidence of the 
reciprocal action of the thyroid and genital organs. 
A. Goss. 


Wetherill, H. G.: The Relation of Pelvic to Abdomi- 
nal Surgery. Am. J. Obst., N. Y., 1915, xxii, 615. 


In concluding his discussion the author gives the 
following summary: 

1. Incomplete abdominal and pelvic surgery is 
inevitable if an imaginary line is drawn at the 
pelvic brim beyond which the gynecologist and the 
general surgeon shall not go. 

2. The best interests of the patient, the general 
surgeon, and the gynecologist will be served by the 
adoption of a broad and comprehensive policy in 
dealing with intra-abdominal diseases so that all of 
the pathologic conditions of the pelvic and abdomi- 
nal organs may be discovered and dealt with at 
once when any abdominal operation is undertaken. 

3. Such ends will be promoted by grouping the 
scientific workers in this abdominopelvic field in 
our medical societies and medical schools so that 
the study of, and teaching about, these allied and 
often interdependent diseases may be properly 
systematized and classified. 

4. The experience of the last few years in the 
Section of Obstetrics, Gynecology, and Abdominal 
Surgery of the American Medical Association has 
been so eminently successful in bringing together 
those who are especially interested in abdominal 
surgery that it would appear to be wise for other 
similarly constituted societies to take the same 
broad view of the subject and make a like logical 
arrangement for the scientific work of such societies. 

C. H. Davis. 











OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Werner, P.: Modern Treatment of Eclampsia 
(Ueber moderne’ Eklampsietherapie). Therap. 
Monatsh., 1915, xxix, 589. 


It is generally agreed that eclampsia is an intox- 
ication, but the source of the toxin is still unknown. 
It has been attributed by some to the placenta and 
by others to toxins from the foetal serum. Neither 
theory explains all cases of eclampsia, for it has 
occurred in cases of hydatidiform mole without 
pregnancy, and after the delivery of foetus and 
placenta, and there are also cases that recover dur- 
ing pregnancy, when toxins from the foetus or pla- 
centa would still be active. If either of these theories 
is held as to the cause, the rational treatment of 
eclampsia is to empty the uterus at once. This 
was formerly done at the Vienna clinic by vaginal 
cesarean section, but this radical treatment has 
been abandoned, and now the chief reliance is placed 
on bleeding and narcotics. The patient is imme- 
diately placed in a dark, quiet room; the obstetric 
examination is made under slight general anes- 
thesia and the urine is catheterized for examination. 
From 400 to 600 ccm. of blood are withdrawn, and 
an injection of 0.02 gm. morphine given at once, 
and three hours later an enema containing 3 gm. 
chloral hydrate. If the foetus is in good position 
for delivery it is delivered by forceps or extraction 
to save the patient the added irritation of labor 
pains. If the convulsions do not stop, the bleeding 
is repeated and more morphine and chloral is 
given. If eclampsia begins during pregnancy labor 
is induced by a bougie or a bag. 

Werner has never decapsulated the kidney. In 
a series of 120 cases up to 1913 he had a maternal 
mortality of 15.8 per cent and an infantile mor- 
tality of 44.3 per cent. In the 38 cases he has had 
since then the maternal mortality was only 5.2 
per cent and the mortality of the infants was 
14.65 per cent. A. Goss. 


Brown, W. M.: Improvements in Technique of 
Cesarean Section. N. Y. St. J. Med., 1915, 
XV, 404. 


The author reviews the early history of the op- 
eration, gives his own technique, presents four cases 
in which this technique was used successfully, and 
gives a résumé of 40 cases of cesarean section which 
were performed under his supervision. 

While the early history of this operation is in- 
teresting because of its antiquity, it having been 
done prior to 715 B.C. It was used only as a post- 
mortem attempt to save the life of the child when 
the mother had died at or near term. 


Its use as a means or attempt to save the mother 
dates from about the beginning of the sixteenth 
century, but until within a comparatively few years 
it was employed only as a forlorn hope and, of 
course, it was accompanied with a prohibitive mor- 
tality, yet it was an accepted procedure in hopeless 
cases and, after several centuries, Kayser found, in 
1844, that the mortality rate was 62 per cent, while 
Tarnier said that up to that time there had not been 
a single successful case in Paris during the nineteenth 
century and Spaeth said the same of Vienna. 

In 1876 Porro proposed to do a supravaginal 
hysterectomy to avoid the dangers of infection and 
hemorrhage and his results were so good that for 
a time his operation replaced the more classical 
cesarean section, but in 1882 Saenger carefully 
sutured the uterine cut with 8 to 10 silver wire 
sutures which did not go through the decidual sur- 
face, and it seems to the author that the rules he 
laid down, of extreme antisepsis and careful suturing 
of the uterine wound, amount almost to a basic 
patent on which all of our success at the present 
time is founded. 

From the time of Saenger’s operation until Davis 
described his modification, the operation was al- 
ways done with a long incision and turning out of 
the uterus from the abdominal cavity before it was 
opened and the child delivered. It was then 
thought that the thing of prime importance was to 
prevent the escape of the uterine contents into the 
peritoneal cavity and Davis thought that this could 
be equally well prevented with a short incision lo- 
cated high on the abdominal wall if absorbent pads 
were used and the uterus held up against the in- 
cision. He proposed to put in some heavy sutures 
at the upper and lower angles of the uterine wound 
and left the ends long to hold the uterus against the 
abdominal cut while it was being sutured. 

The author proposes that the operation shall be 
done in the usual manner, as described by Davis, 
until the uterine cavity is opened; that then and 
before the child is delivered the edge of the uterine 
cut be fastened to the abdominal cut by from eight 
to ten temporary sutures which will pass entirely 
through the uterine muscle and the abdominal wall. 
These sutures may be of any material that the op- 
erator prefers, but the author thinks that a medium- 
sized silk can be used with the greatest facility. 

The placing of these sutures will occupy about 
one and one-half minutes and when they are in 
place the operator is free to disregard the uterus 
and its relation to the abdominal cavity until such 
time as he has begun or partly completed the closure 
of the uterine cut. Brown believes that the care- 
ful development of this technique will not increase 
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the time of the ordinary operation, as the time lost 
in placing the sutures will generally be saved in the 
further steps when the operator is not bothered with 
the intestines getting in his way and he does not 
have to spend precious time in wiping blood-clots 
and meconium out of the peritoneal cavity. The 
author has used the method successfully in 4 cases. 

In reviewing a series of 40 cases of cesarean sec- 
tion which came under his care or supervision, the 
author found a total mortality of 10 percent. This 
series includes cases of primary and late operation, 
of eclampsia, toxemia, placenta previa, tuberculo- 
sis, and heart-disease, as well as contracted pelvis, 
many of the cases combining more than one element 
of indication. Of the cases, 22 were operated on 
while in active labor dating from six hours to 
several days, or else were depleted by ante-partum 
bleeding, and practically every one had been ex- 
amined by midwives or physicians at their homes, 
and a number had had attempts at forceps delivery. 

Of the 22 cases operated on under such conditions 
but one died, making a death-rate of less than 5 per 
cent, and but one child was lost. 

There were two Porro operations: one primary in 
a case of large carcinoma of the cervix, where a 
subsequent operation removed the growth and the 
woman is still living, now two and one-half years. 
The other was in a case which had been between five 
and six days in labor and was badly infected. This 
child was dead and macerated, but a true con- 
jugate of 5 cm. made the operation one of obliga- 
tion. Ravpu H. Kuuns. 


Reed, R. J.: Extraperitoneal Caesarean Section. 
W. Virg. M. J., 1915, X, 121. 

The statistics of some fifteen clinicians who have 
given special attention to the subject of caesarean 
section and have recorded their findings compel the 
conclusion that the classical or intraperitoneal op- 
eration is contra-indicated in cases clearly infected; 
that it cannot be undertaken with justice to the 
mother if a single unclean examination has been 
made, or if there have been repeated examinations 
through ruptured membranes, though made with a 
measure of care, or if there have been prolonged 
efforts at delivery. 

The advantages most clear and outstanding of 
the extraperitoneal operation are: (1) the greatly 
reduced hazard with respect to post-operative sepsis; 
(2) less loss of blood in section through the lower 
uterine segment; (3) more rapid convalescence of the 
patient; (4) escape from danger of post-operative 
intra-abdominal adhesions. 

There are two distinct methods of performing the 
section. One is by the true extraperitoneal tech- 
nique; the other is designated as the transperitoneal 
method, but is made extraperitoneal in fact by first 
uniting the parietal and uterine peritoneal layers by 
a special technique before section is made of the 
uterine wall. 

The anatomical facts upon which the operation 
by either method are dependent are: (1) ‘‘the 


distention of the lower uterine segment; (2) the 
migration of the peritoneum during pregnancy, 
whereby the bladder is more or less deprived of 
peritoneum, and becomes in late labor uncovered 
by the peritoneum above and in front; (3) the 
growth of peritoneum due to the hypertrophy of 
pregnancy; (4) the loosening of the peritoneal re- 
flection over the lower uterine segment, which en- 
ables it to be separated from the uterine wall with 
the greatest ease’’ ( Nicholson). 

The important points in the technique of the true 
extraperitoneal operation are: (1) an extreme 
Trendelenburg position for the patient; (2) a central 
vertical incision of the abdominal wall to the perito- 
neum, from the symphysis to a point two inches be- 
low the umbilicus; (3) the separation of the recti 
muscles and of the subperitoneal tissue from the 
under surface of the recti; (4) freeing the peritoneum 
from the top of the bladder by careful blunt dis- 
section with gloved finger and gauze sponge; (5) 
the upward displacement of the unopened sack of 
the peritoneum with a coincident downward dis- 
placement of the bladder below the symphysis. 
Additional space is obtained by carrying on the work 
of separation laterally, the selection of the side to 
be freed depending upon the presentation of the 
child. If in the left position, the dissection is 
carried to the left, and if in the right position, to the 
right; (6) the vertical section of the uterine wall; (7) 
the delivery of the child by forceps, the concavity of 
the blades being turned toward the symphysis, and 
the bladder protected by gauze during the time the 
forceps are in use; (8) the management of the 
placenta and the establishment of cervical drainage, 
the same as in the classical operation; (g) the uterine 
incision is closed by interrupted sutures and a small 
gauze drain placed in the subserous space, the ab- 
dominal wall being closed in the usual way. 

The true extraperitoneal operation is the one 
found in favor in both Vienna and Berlin. It 
is the ideal method in being what it claims to be; 
it is rapidly and safely executed; and it guarantees 
the surest protection against abdominal infection. 

In the modified or transperitoneal operation the 
patient is placed in a moderate instead of an ex- 
treme Trendelenburg position; (2) the abdominal 
incision is the same in length as by the other method, 
central and vertical; the peritoneal layer is incised 
in its lower two or three inches, beginning with the 
top of the bladder and extending to a point opposite 
which the uterine peritoneum is seen to be firmly 
attached; (3) the uterine peritoneum is then incised 
to a like extent of two or three inches from the top 
of the bladder to a point on the uterus where the 
peritoneum becomes firmly attached; (4) these 
peritoneal edges, parietal and uterine, are freed by 
blunt dissection for an inch or more, then united by 
catgut sutures; (5) through this oval opening, the 
abdominal cavity having been shut off, the uterus is 
opened and the delivery of the child effected by 
forceps; (6) management of the placenta and drain- 
age of the same as in other methods; (7) the uterine 
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wall is closed by interrupted sutures and by a con- 
tinuous suture the united folds of the peritoneum 
are closed over it. Some operators prefer to sepa- 
rate the sutured peritoneal folds after the uterine 
sutures have been placed and close as in the ‘‘class- 
ical operation.” 

The advocates of the transperitoneal operation 
maintain that it is performed (1) with less difficulty 
than is the true extraperitoneal; (2) that it affords 
equal protection against intra-abdominal sepsis; 
(3) that there is less danger of bladder trauma; and 
(4) the possibility of cellulitis is escaped, which may 
occur by the other method, due to the extensive dis- 
section through the subserous tissues. 


Montgomery, E. E.: Abortion; Its Causes and 
Treatment. J. Am. M. Ass., 1915, lxv, 1262. 


When it becomes evident that abortion will occur 
in spite of measures to avoid it, the early aseptic 
evacuation of the uterus is advisable. The natural 
inclination of the physician, when consulted by a 
patient who has undergone a recent abortion, is to 
make sure that the embryonic products have been 
completely evacuated, particularly if there are pres- 
ent symptoms of infection as indicated by elevation 
of temperature, rapid pulse, tenderness over the 
abdomen, and pain in the pelvis. The friends of the 
patient attribute such phenomena to retention of 
portions of the products of gestation and are in- 
sistent on measures for removal. When the symp- 
toms are not ameliorated, they become obsessed with 
the idea that the procedure has not been complete 
and, in many instances, secure another consultant 
to repeat the process. No plan of treatment could 
be more detrimental to the interests of the patient. 

Nature has arranged her forces to expel the uter- 
ine contents when they have completed their func- 
tion or when they are no longer in condition to 
continue it. In addition, she affords ample protec- 
tion against infection unless her barriers are in- 
judiciously broken down. Every examination and 
all manipulation of the genital structures of an 
aborting patient should be strictly aseptic and, 
when such conditions are difficult to attain, the 
vulva should be kept covered with clean napkins 
wrung out of a mixture of equal quantities of 
alcohol and water, while pituitary extract should 
be administered hypodermically to promote expul- 
sion of the contents and closure of the vessels. 

Epwarp L. CornE Lt. 


Werner, P.: Study of Kidney Function in Normal 
and Diseased Women During Pregnancy and 
the Puerperium (Untersuchungen ueber die 
Nierenfunktion bei gesunden und kranken Schwan- 
geren und Woechnerinnen). Arch. f. Gynaek., 
1915, Civ, 471. 

Werner performed the lactose, iodine, and phenol- 
sulphonephthalein tests for kidney function re- 
peatedly in a large number of cases of normal and 
abnormal pregnancy and puerperium. Of the cases 
28 were of puerperal eclampsia, 23 of them primip- 
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are. None of the eclampsia patients died. Of 
the other cases 10 showed the kidney of pregnancy, 
and in 3 of these cases it was very severe, ending in 
eclampsia. In 5 cases nephritis developed during 
the pregnancy. Nine patients showed pregnancy 
glycosuria, but the tests of kidney function did not 
disclose any abnormality. Seven of the patients 
had pyelitis, but the tests showed the kidney func- 
tion to be normal, as the tubular system of the sound 
kidney seemed to be capable of performing all the 
work of the two. The tests showed functional 
impairment in the cases where both kidneys were 
affected. 

The kidney tests were also applied to 15 women 
who had had laparotomies performed under a 
general anesthetic and to 8 women with valvular 
disease. They were also applied to 20 healthy 
women pregnant for the first time and near term. 
In 4 cases autopsy confirmed the findings of the 
tests. 

The conclusions that Werner draws from this 
abundant material are as follows: 

1. The lactose test shows no change in the func- 
tion of the kidney in normal women during preg- 
nancy or the puerperium. 

2. The phenolphthalein test shows a slight dimi- 
nution in kidney function, though at times the 
function of the tubules is more active than nor- 
mal. 

3. After long operative deliveries under general 
anesthesia the tests show some injury of the func- 
tion of both glomeruli and tubules, but this seems 
to be only of short duration. 

4. In cases of pregnancy complicated by moder- 
ately well compensated valve lesions the iodine and 
phenolphthalien tests showed good kidney function, 
but in many cases the lactose test showed some in- 
jury of the kidney. 

5. In the so-called glycosuria of pregnancy there 
was some disturbance in the function of the glom- 
eruli, but that of the tubules was normal. 

6. In the cases of goiter there was frequently 
glycosuria after the lactose test, indicating a 
functional weakness of the glomeruli. 

7. In nephritis during pregnancy there was 
severe disturbance of the function of both glomeruli 
and tubules; but the tubules soon recovered after 
delivery while the glomeruli were not improved. 

8. There are two forms of nephropathy in preg- 
nancy, one with and one without injury of the 
glomeruli; the former shows a tendency to pass into 
chronic nephritis after the termination of the 
pregnancy, and in both there is a wide variation in 
the response to the iodine test. The time till the 
elimination of the iodine was complete varied from 
30 to 60 hours. 

9. The functional tests with lactose and iodine 
are of value in differentiating between true nephritis 
and nephropathy, and in determining the prognosis 
of the latter. The response to the functional tests 
is about the same in eclampsia as in the ‘‘ pregnancy 
kidney.” A. Goss. 
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Halpenny, J.: Dermoid Cyst Free in Abdomen 
During Pregnancy. Canad. Pract. & Rev., 
1915, xl, 532. 

The case is reported of a woman four and a half 
months pregnant who had an attack of sharp pain 
in her right abdomen, which persisted with oc- 
casional exacerbations for three days. She vomited 
and the abdomen was rigid over the right lower 
quadrant. Operation showed a gangrenous dermoid 
cyst with twisted pedicle, which had become en- 
tirely detached. D. H. Boyp. 


' LABOR AND ITS COMPLICATIONS 


Van de Velde, T. H.: Abnormal Delivery from 
Defective Development of the Uterus (Ge- 
burtsstoerungen durch Entwicklungsfehler der Ge- 
baermutter). Monatschr. f. Geburtsh. u. Gynaek., 
1915, xlii, 307. 

The author gives a short review of the different 
forms of malformation of the uterus. Uterus uni- 
cornis is not of any special importance in obstetrical 
practice. Duplications of the uterus and vagina 
may appear in various forms, which are described 
and illustrated, and may cause serious interference 
with delivery. Delivery may also be interfered 
with by infantilism or hypoplasia of the genitalia 
and by congenital anomalies of the cervix. In 
uterus duplex delivery may be uneventful. 

Twin pregnancies seem to be relatively frequent. 
Sometimes the second foetus may be retained, and 
cases have been described in which this was the first 
thing that indicated a double uterus. But in cases 
where there is only one foetus its delivery may be 
hindered by the non-pregnant half of the uterus, 
just as it would be by a myoma or acystoma. The 
musculature of the uterus is apt to be weaker than 
normal, so that forceps delivery is frequently re- 
quired. The cervix is apt to be rigid and the axis 
of the foetus and uterus slanting with respect to the 
pelvic inlet, which explains the rupture of the 
uterus in some cases. In some cases delivery is 
prevented by atresia of the pregnant half of the 
uterus. The diagnosis is easily overlooked in these 
cases. 

Tissier describes a case in which version had been 
done and the placenta had been separated by hand, 
but a double uterus was not suspected until lapar- 
otomy became necessary, and its presence was dis- 
covered. Van de Velde describes a case of his own 
in which a foetus had developed to term in a half of 
a uterus that had no opening into the vagina. 
There was an opening into the other half, and the 
child was delivered by vaginal cesarean section. 
The woman became pregnant several times later, 
once in the same half and twice in the other, 
but none of the pregnancies came to term. She 
later developed tubercular peritonitis, for which a 
laparotomy was performed, and the anatomy of the 
case was studied carefully. There have been several 
similar cases reported, but no satisfactory explana- 
tion has been found as to why pregnancy should 


develop in a uterus that had no external opening 
and that had never menstruated. After an arti- 
ficial opening had been made this half of the uterus 
menstruated as regularly as the other. In such 
cases vaginal operation is to be preferred, unless 
the vagina shows anomalies of development that 
interfere with-successful operation, in which case 
abdominal cesarean section is indicated. A. Goss. 


Price, N. G.: Spontaneous Evolution of a Trans- 
verse Presentation. J. Am. M. Ass., tg15, Ixv, 
1547- 


The patient, a stocky young primipara, aged 20, 
height 4 ft. 10 in., weight 140 pounds, was admitted 
into the hospital in advancing labor. Her pelvi- 
metric measurements were those of a slightly 
justomajor pelvis; interspinous 27, intercostal 30, 
and external conjugate 22 cm. When the bag rup- 
tured and the right arm prolapsed, as also some coils 
of cord, which had no pulsation, the author was 
summoned to the case. The diagnosis was a left 
scapulo-anterior, and ether was given in expecta- 
tion of doing a version or decapitation. 

Before she was fully under the anesthetic, the 
shoulder rotated forward under the pubic arch, 
sank downward, and became visible at the vulva. 
With the next pain, which was unusually violent, 
the dorsum, laterally bent, appeared, then the 
buttocks, legs, posterior shoulder, and arm. The 
head still remained in the pelvis. Tilting the trunk 
toward the abdomen of the mother and making 
moderate traction effectually liberated it. 

The foetus had some noteworthy characteristics: 
It was the size found in an eight-months’ pregnancy 
and weighed 5.5 pounds. It showed signs of com- 
mencing maceration, as evidenced by peeling of 
the skin in several small areas. The neck was pecu- 
liarly elongated so that it had a diameter of 1.5 
inches. The head was of a conical shape and ter- 
minated with a meningocele. All the cephalic bones 
were widely separated, and the umbilical cord, more 
than a yard long, tapered almost to a point at its 
umbilical insertion. 

Outside of a slight rise of temperature the first 
four days of the puerperium, which was probably 
sapremic, the patient made an uneventful recovery. 

Epwarp L. CorNELL. 


Beach, R. M.: Management of Placenta Previa. 
Long Island M. J., 1915, ix, 401. 


The author discusses seven methods of treatment 
of placenta previa and then gives his own ideas of 
the treatment. This is followed by a summary of 
64 cases of placenta previa delivered in the obstet- 
ric service of the Jewish Hospital, Brooklyn, during 
the past seven years. 

That this condition is a dangerous one is proved 
by the mortality statistics; the maternal mortality 
being rated from 4 to 18 per cent and the foetal 
mortality 61 and 55 per cent by DeLee and McDon- 
ald respectively. 

There can be but one safe and sane method and 
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that is to empty the uterus by the procedure which 
will preserve the mother’s life and the integrity of 
her pelvic structures and at the same time give the 
baby the best possible chance for its life. The only 
exception to this rule of emptying the uterus imme- 
diately is the woman whose baby is nearly viable, 
who has bled only slightly, and who will place 
herself in the hospital under the constant super- 
vision of trained nurses and attendants. ‘‘We may 
temporize,”’ the author says, “under these circum- 
stances, even pack the vagina for a period of eight 
to twelve hours in an effort to stop the bleeding.” 
If a second hemorrhage occurs, however, the indi- 
cation is to terminate the pregnancy. 

The principles of treatment are four in number, 
namely: (1) to check the hemorrhage and keep it 
controlled; (2) to procure labor pains and dilatation 
of the cervix; (3) to prevent infection; and (4) to 
combat the shock and anemia. 

The different methods of treatment are as follows: 

1. Simple rupture of the membranes. ‘This is the 
simplest method of treatment but is only applicable 
to the marginal and lateral implantations of the 
placenta with either a breech or vertex presentation. 

2. Vaginal tampon. The author can see only 
three possible indications for the use of the tampon: 
(1) To control the bleeding during transport of the 
patient to the hospital; (2) Bleeding in the presence 
of a rigid cervix, in order to procure some dilatation; 
(3) a tamponade by the interne in the presence of 
alarming hemorrhage while waiting for the sur- 
geon. Asaroutine treatment of placenta previa the 
tampon has no place, for it will only control bleed- 
ing for a short time and then only if the presenting 
part, especially the head, is in or very near the brim. 
The tampon merely soaks up the blood; and the 
danger of sepsis is also very great. 

3. Accouchment forcé has no place in the man- 
agement of placenta previa. Treub gives the 
mortality of accouchment forcé for placenta previa 
as 18.2 per cent. 

4. Braxton Hick’s or bipolar version. ‘This is 
one of the oldest and for the mother probably the 
safest mode of procedure, its only drawback being 
the high foetal mortality. The most important 
thing in treating any case of placenta previa is to 
save the woman all of the blood that is possible and 
the Braxton Hick’s version certainly does this. The 
advantages of the bipolar version are that it is sure 
in its results if done correctly; it requires but one 
manipulation and one anesthetic; it introduces no 
foreign body to cause infection. It is without 
doubt the best method for use in a private dwelling. 
Its only disadvantage is an increased foetal mortality 
as compared to the bag method. 

5. The metreurynter. Just as the bipolar version 
marked an improvement in the maternal statistics 
so has the use of the water bag meant a betterment 
in the foetal results. 

The unfavorable feature of the bag method is 
that when the bag is introduced the work is only 
half done. When it is expelled through the cervix 
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the accoucheur must be prepared to act, as there 
may be an alarming hemorrhage. If the presenting 
part does not come down and control the bleeding, 
delivery by forceps or version must be done. This 
means another anesthetic and more blood loss than 
by the bipolar method but the immediate extraction 
means more live babies. 

6. Vaginal cesarean section for placenta previa 
was first performed by Baum, but the method today 
has but few exponents. The author believes the 
method is indicated between the sixth and seventh 
months when the cervix is rigid and the baby can be 
disregarded. After the seventh month the technical 
difficulties are so great as to almost preclude its use. 

7. Abdominal cesarean section for placenta 
previa was first recommended by Lawson Tait. Its 
routine adoption in all cases is certainly wrong and 
even though it may give better statistics for both 
mother and baby, its use is not warranted unless the 
patient is sterilized or the Porro operation is done. 
The author thinks that the time will come when 
either a primipara or a multipara at or near term 
with a live baby and a placenta previa centralis 
will be the subject for a cesarean section, especially 
if the cervix seems to offer any degree of dystocia 
whatever. 

The author’s ideas are summarized as follows: 

1. In the private house, placenta previa with 
active hemorrhage is best treated by either rupture 
of the membranes or the Braxton Hick’s version, 
the latter being the safest procedure. 

2. In the hospital, between the sixth and seventh 
month with a rigid cervix the vaginal cesarean is 
indicated. Otherwise pack for 24 hours and then 
do a bipolar version. 

In the partial and central varieties with a live 
baby the bag should be used. If the baby is dead 
or dying the bipolar version should be used. In any 
case after the seventh month if the mother is 
weakened by loss of blood, the Braxton Hick’s 
version is the method of choice. 

In the centralis variety at or near term, with a 
live baby and mother in good condition, if the 
cervix seems to offer any degree of dystocia abdom- 
inal cesarean section is the operation of choice. 

All dead babies should be perforated. The patient 
should always be allowed to deliver spontaneously. 

Summary of cases of placenta previa: 

There were 64 mothers and 66 babies, twins being 
twice noted. 

Maternal mortality, two mothers died, 3.1 per 
cent. Foetal mortality, 68.2 per cent. 

The placenta was incomplete in 49 cases and 
complete in 15 cases. The treatment was about 
equally divided between the bag, Braxton Hick’s 
and internal version. Tamponade was used only 
nine times ante-partum and then only to get dilata- 
tion enough for some other procedure. The tampon 
to control bleeding was found to be but temporary, 
many cases bleeding through in two to four hours 
and before dilatation had in any sense progressed. 

One very interesting feature was the lack of 
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sepsis, the case that died being practically the only 
one. The mortality was particularly low. The 
results were ascribed to cleanliness and the avoid- 
ance of the use of the tampon both ante-partum 
and post-partum. 

A post-partum tampon was used only 11 times in 
64 cases, although there were 15 cases of central 
placenta in the series. Of the 11 cases which were 
packed post-partum, 10 cases were traumatic 
deliveries, so to speak, cases where internal version 
with immediate extraction, or Braxton Hick’s 
version with later extraction were performed. In 
the ro cases there were 5 cases of internal version 
with immediate extraction, two bipolar versions 
with later extractions, one each after forceps, 
craniotomy, and perforation of the after-coming 
head. Only one case was tamponed after bipolar 
version and spontaneous delivery. 

In contradistinction to these cases there were 20 
cases of Braxton Hick’s version where it was not 
necessary to use packing. Ratpu H. Kuuns. 


Williams, J. W.: Premature Separation of the 
Normally Implanted Placenta. Surg., Gynec. 
& Obst., 1915, xxi, 541. 

After reviewing the history of the subject the 
author states that premature separation of the 
normally implanted placenta occurs much more 
frequently than is generally believed, and in his ex- 
perience is more common than placenta previa. 
In the last 2,000 labors which came under his ob- 
servation the two conditions were noted in 17 and 14 
instances, respectively. In this series of cases the 
degree of separation varied from areas measuring 
3x 5cm. tothe entire organ. All were attended by 
external hemorrhage, but several were complicated 
by concealed hemorrhage as well. None of the 
patients died; 9 were delivered by the unaided efforts 
of nature, and 8 required operative interference. 

The main part of the article is based upon two 
cases of complete separation of the placenta, one 
giving rise to absolutely concealed, and the other to 
concealed and external, hemorrhage. Both pa- 
tients were primiparous women; in one the accident 
occurred without warning before the onset of labor, 
while in the other the cervix admitted the tip of the 
finger, so that casarean section was deemed the most 
conservative method of effecting delivery and of 
giving the uterus a chance to control the haemor- 
rhage by its contractions. In both instances the 
uterus presented a peculiar bluish, purplish, cop- 
pery appearance, resembling that of an ovarian cyst 
with a twisted pedicle. After it was emptied it 
presented the consistency of wet leather and ab- 
solutely failed to contract. Supravaginal hysterec- 
tomy was therefore done and both patients re- 
covered. 

Examination of the amputated uteri showed that 
the discoloration was due to such an effusion of 
blood into the muscularis that the muscle fibers 
were completely disassociated. Similar changes 
were also noted in the broad ligaments, tubes, and 


ovaries. Many of the uterine veins were throm- 
bosed, and the smaller branches of the uterine artery 
presented a peculiar degeneration of the intima. 
The anatomical features are shown by a colored 
plate and several black and white drawings. 

These findings render it probable that the cause 
of the accident is associated with the circulation of 
some toxic substance in the blood, which causes de- 
generative changes in the arterioles with subsequent 
free hemorrhage into the muscularis. The dis- 
sociation of the muscle fibers also explains the ex- 
treme shock which sometimes characterizes the ac- 
cident, when the loss of blood is comparatively slight, 
and offers a satisfactory explanation for the failure 
of the uterus to contract, with death from atonic 
hemorrhage after the patient has been successfully 
delivered. 

In view of these findings, which are confirmative 
of those of Couvelaire and others, the author con- 
siders that cesarean section offers the ideal method 
of delivery in patients presenting serious symptoms 
early in labor, and he likewise holds that supravag- 
inal amputation is indicated if atonic haemorrhage 
follows delivery. Radical interference, however, 
is not generally necessary, as the two cases here re- 
ported are the only ones in the author’s experience 
which seemed to demand it. 

In one case the urine was normal both before and 
after operation; while in the other considerable 
quantities of albumin were present before delivery. 
As small quantities persisted until the patient had 
left the hospital, nephritis was presumably present, 
but as it was clearly absent in the other case, it 
cannot be invoked as a universal cause. Con- 
sequently the author is inclined to attribute the 
serious cases in the series to the circulation in the 
blood of some toxic substance which differs from that 
concerned in pre-eclamptic or nephritic toxemia. 
He admits that trauma may occasionally be an 
etiological factor, but does not believe that inflam- 
matory conditions of the decidua or muscularis 
play any part in the production of the accident, and 
holds that when such lesions are present they should 
be regarded as accidental complications. 


Kehrer, E.: Loosening and Rupture of the Sym- 
physis (Symphysenlockerung und Symphysen- 
ruptur). Monatschr. f. Geburtsh. u. Gynaek., 1915, 
xlii, 321. 


One hundred cases of rupture of the symphysis 
have been reported in the literature up to date. 
Kehrer gives brief case histories of these and a 
bibliography of 100 titles, in addition to a detailed 
case history of his own. His patient was a III-para 
with a contracted pelvis. Her other children had 
all been stillborn and high forceps had been applied 
repeatedly, with external compression of the head 
into the pelvis, the woman being in the Walcher 
position. The symphysis ruptured during the 
application of the high forceps. The urethra was 
torn loose and the neighboring ligaments were torn. 
The sound of the tearing could be heard and a gap 
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an inch wide could be felt in the symphysis. The 
head came through at once. The patient died 
after 15 days from embolism of the pulmonary 
artery. 

To understand the ruptures of the symphysis 
that take place during pregnancy, labor, and the 
puerperium it is necessary to have a thorough under- 
standing of the anatomy and physiology of the 
articulation of the symphysis. ‘The slight gaps and 
small tears that are often seen physiologically in the 
symphysis do not entirely explain its tendency to 
more extensive ruptures. During pregnancy there 
is a certain degree of physiological loosening, en- 
largement, and increased elasticity of the ligaments 
of the symphysis, which may first cause an abnormal 
mobility of the articulation. This abnormal mo- 
bility may lead in the course of the pregnancy to a 
certain weakness in the symphysis and other pelvic 
articulations and even to some interference with 
walking. It is only a short step from this abnormal 
mobility to separation of the ends of the pubic bone. 
Rupture of the symphysis takes place most frequent- 
ly in operative deliveries. The head or shoulders 
that are being removed by forceps or the cranioclast 
may cause rupture of the symphysis as they enter 
or pass through it. Rupture is further favored by 
operative delivery in the Walcher position with the 
legs spread apart; but rupture occasionally takes 
place during spontaneous delivery. Contracted 
pelvis is a predisposing factor. Generally con- 
tracted and funnel-shaped pelves, and those affected 
with osteomalacia, are especially predisposed to 
rupture. 

There are three degrees of rupture of the symphy- 
sis: (1) loosening and overstretching of the liga- 
ments, especially the arcuate ligament and the 
superior pubic ligament, with or without the 
formation of gaps in the cartilage; (2) partial 
rupture of the ligaments, generally during delivery, 
but occasionally even during pregnancy; (3) com- 
plete rupture of the ligaments. Rupture of the 
symphysis may be recognized by a number of signs. 
There is generally a distinct noise when the rupture 
takes place and the woman feels as if something 
had torn. The presenting part of the child sudden- 
ly sinks down. If the region of the symphysis is 
palpated the skin can be pressed down in a groove 
and the gap between the ends of the bones can be 
felt. When the rupture takes place while the 
patient is under an anesthetic it may not be noticed, 
and the reason for the pain and tenderness in the 
region may not be discovered for days. Generally 
there is a characteristic position of the lower ex- 
tremities. The legs are abducted and the knees 
and feet turn outward so that they lie on the outer 
side of the leg. There may be severe injuries of the 
bladder and urethra. Hamatomata or oedema of 
the labia majora and slight fever, even when the 
delivery is aseptic, are quite commonly observed. 

In the older literature, flail-joint, interference 
with walking, and reduced capacity for work were 
frequently reported after rupture of the symphysis, 
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but in the later cases the results have been less seri- 
ous. Most authors advise the wearing of a pelvic 
girdle in the treatment of rupture of the symphysis. 
Primary suture of the bone may have to be consid- 
ered in open rupture. In the cases complicated by 
rupture of the bladder and urethra the tissues around 
the symphysis should be drained. If the patient 
becomes pregnant again artificial delivery should not 
be attempted and every care should be exercised to 
avoid rupture. The pelvis should be supported by 
a band and spreading of the knees avoided. 
A. Goss. 


Phillips, W. D.: Use and Abuse of Forceps. West. 
M. Times, 1915, XXXv, 221. 


The chief abuses of forceps are in high applica- 
tions and in contracted pelves. The condition most 
often requiring forceps application is uterine 
inertia, frequently associated with resistant peri- 
neum in primipare. Occipitoposterior positions 
with incomplete rotation may require forceps. 

In a series of 253 cases, forceps were applied 41 
times with a foetal mortability of 2.5 per cent. The 
indications were: uterine inertia with resistant 
perineum, 20 cases; occipitoposterior positions, 9 
cases; slightly contracted pelvis, 6 cases; prolapsed 
cord, 1 case; threatened eclampsia, 2 cases; after- 
coming head in breech, 2 cases; placenta previa, 
I case. 

High forceps were used in 8 cases, with a foetal 
mortality of 13 per cent; midforceps in 10 cases 
with a negative foetal mortality; 23 low applica- 
tions with a negative foetal mortality. 

The author emphasizes the necessity of studying 
individual cases; the importance of careful pelvic 
measurements; the condemnation of the general 
application of high forceps; and the use of forceps 
in prolonged second-stage labor with normal in- 
dications. D. H. Boyp. 


Norris, R. C.: Anesthesia in Labor. Therap. Gaz., 
1915, XXxix, 685. 


Norris briefly reviews the various methods that 
have been used to relieve the pains of childbirth. 
He characterizes sacral and spinal anesthesia as 
impractical, nitrous oxide as too expensive and as 
requiring a skilled anesthetist, chloroform as dan- 
gerous on account of its tendency to cause tissue as- 
phyxia in the mother and visceral changes and 
hemorrhagic diseases in the foetus. Ether is safe, 
but administered intermittently as an analgesic 
is apt to intoxicate the patient and make her noisy 
and uncontrollable. 

The real problem of anesthesia in the highly 
neurotic primipara is the first stage. During the 
period of dilatation the ‘author administers ten 
grains of chloral repeated once or twice at four-hour 
intervals with one-sixth of a grain of morphia given 
once. Ether analgesia is started with the second 
stage pains. In patients of this type the Freiburg 
technique has its chief value. The author does not 
believe that ‘‘twilight sleep’’ should be administered 
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wholesale to all patients but that each case should 
be considered separately and the most appropriate 
form of anesthesia used. An inefficient labor 
should be promptly terminated by operative means. 
A vain attempt to demonstrate the advantages of 
normal delivery under any form of narcosis after 
progress has ceased will only end in disaster. 
I. C. IRvING. 


Schloessingk, K. E.: Scopolamine-Morphine, 
Scopolamine-Pantopon, and Scopolamine- 
Narcophin in Labor. Med. Times, 1915, xiliii, 
hz. 


Since the daemmerschlaf anesthesia has been in- 
troduced in obstetrics, morphine, narcophin, and 
pantopon have been used as opiates in conjunction 
with scopolamine stable. It is not difficult to trace 
the unsatisfactory results reported by some authors 
of twilight sleep investigations to one of two causes; 
viz., either wrong technique or the use of wrong 
drugs. 

The greatest difficulty in applying the daem- 
merschlaf anesthesia is in the use of the opium prep- 
aration, on account of its ill-effect on the respira- 
tory center of the baby; and according to reports 
mentioned by the author, the great number of 
oligopneeic babies when using morphine; so that 
narcophin and pantopon have more and more 
taken its place. 

Schloessinck states that he has personally used 
narcophin in Freiburg and in America in a great 
many cases with satisfactory results, the Freiburg 
custom being to use pantopon mostly for the daem- 
merschlaf before surgical operations and narcophin 
for the daemmerschlaf in obstetrical practice. 

The technique of the scopolamine — pantopon 
anesthesia before surgical operations in Freiburg 
is described as follows: Scopolamine 1/400 grain 
and pantopon % grain are given two and one- 
half hours before, and a second injection of the 
same dose, three-fourths hour before, the opera- 
tion. If the daemmerschlaf is not complete with 
these two injections another injection of the same 
sized dose is given. Only in very cachectic and 
old patients is the dosage reduced to half the 
amount. 

For the scopolamine-pantopon treatment in 
labor, the technique is the old Freiburg method, 
giving only one injection of pantopon, % gr., 
except in very long or restless or extremely pain- 
ful cases, where half the dose of pantopon is re- 
peated. 

The author reports a few typical cases of scopo- 
lamine-pantopon treatment and states that in 30 
cases, 22 had full amnesia, 6 partial amnesia, and 
2 cases were failures, as no amnesia or analgesia 
was produced. 

He is of the opinion that he produced quicker 
analgesia with pantopon than with narcophin, but 
that the patients came somewhat later in “‘daem- 
merzustand.”’ ‘The frequency and strength of the 
pains were not decreased. W. D. Parturs. 
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West, H.: Puerperal Infection; Its Prevention 
and Treatment by the Country Practitioner. 
Clinique, Chicago, 1915, xxxvi, 495. 

West believes that the country practitioner may 
do much to prevent sepsis by intelligent prenatal 
care. Any existing anemia should be treated and 
the digestive and excretory organs properly regu- 
lated. After labor has begun, the strictest asepsis, 
both of the parturient and the physician, should be 
observed, and repeated vaginal examination should 
be avoided. The accoucheur should attempt to 
minimize the number and extent of perineal tears. 
Those which result should be immediately repaired, 
if possible. The delivery of the placenta should be 
accomplished by stimulation of uterine contractions 
and not by intravaginal manipulation. A careful 
inspection of the secundines should follow their 
delivery. 

The curative treatment of puerperal sepsis begins 
with a thorough physical examination. Local 
measure should be confined to an aseptic inspection 
of existing lacerations and the removal of stitches 
if indicated. Should an increase of foul lochia with 
a moderately elevated pulse and temperature sug- 
gest sapremia, a digital exploration and evacuation 
of the uterus is justified, followed by a sterile douche 
of salt solution. ‘This procedure, if not beneficial, 
should not be repeated. Under no other circum- 
stances should the uterus be entered, and the use of 
the curette is always unjustified. 

General treatment consists in hygienic measures, 
fresh air, liberal nourishing diet, and an abundance 
of liquids. Fever and restlessness are best con- 
trolled by hydrotherapy. Fowler’s position favors 
drainage and aids pelvic localization of the infec- 
tion. Alcohol is the most satisfactory stimulant. 

F. C, Irvine. 


MISCELLANEOUS 


Reynolds, E.: Prognosis of Sterility. J. Am. M. 
Ass., 1915, Ixv, 1151. 


In spite of the extremely unsatisfactory state of 
scientific knowledge relative to the chemistry of the 
reproductive organs and their products, it is, how- 
ever, possible to obtain very satisfactory practical 
results in the prognosis of individual cases by the 
assumption of the following working hypotheses: 

1. When the spermatozoa are abundant in 
number, normal in form and appearance, furnished 
with long cilia, and capable of rapid movement 
through the semen, the male is satisfactorily fertile. 

2. When normal spermatozoa are killed or lose 
vitality overrapidly in the secretions of the indi- 
vidual woman, the chemicophysiologic character of 
her secretions furnishes an effective cause of sterility. 

3. The alterations in a secretion which make it 
fatal to the spermatozoén may be localized in the 
vagina, in the cervix, in the body of the uterus or in 
one or both tubes; and any one of these alterations 
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may exist with normal secretions above it; but an 
alteration in the secreting surface in any of these 
localities usually vitiates all the secretions below it, 
probably by their necessary admixture. 

4. When the spermatozoa are observed to pene- 
trate without apparent loss of vitality to the fundus 
of the uterus and to survive there for a normal 
length of time, deficient quality of the ova may be 
considered the probable cause of the sterility. 

If the vaginal pool, when submitted to the Huhner 
microscope, contains no spermatozoa, alive or dead, 
the probability is strong that the man is aspermatic 
and this should then be confirmed by direct exami- 
nation of the semen as obtained by expression or 
from a condom specimen. Such aspermia may be 
merely temporary and is frequently neither perma- 
nent nor hopeless. If the vaginal pool contains an 
abundance of spermatozoa which are either dead, 
or at best feebly motile, at the time of a reasonably 
prompt examination, the character of the vaginal 
secretion is probably responsible for their death and 
should, in most cases, be altered by treatment, but 
the importance of the vaginal condition is much 
affected by the size and position of the os uteri. 
There are not a few cases of widely opened os, with 
normal cervical secretions, in which a reasonable 
number of living spermatozoa succeed in entering 
the cervix in spite of a hostile vaginal secretion, 
that is, before it takes effect on them. If they 
succeed in entering the cervix in sufficient numbers 
and with sufficient vitality to be found later in the 
uterine mucus, the condition of the vaginal secretion 
is, of course, of but little importance. If, however, 
as is frequently the case, spermatozoa are found, in 
an apparently normal cervical secretion, either dead 
or in a condition of limited vitality while the ma- 
jority of their brethren have been killed by a hostile 
vaginal secretion, it becomes probable that even 
the most successful ones were largely devitalized 
by the latter and its treatment is of the utmost 
importance. 

Much the same thing may be said of the hostile 
conditions of the cervical secretion, but it is ex- 
tremely interesting to see how often actively motile 
spermatozoa may be seen to progress across the 
field of the microscope in a cervical secretion of 
grossly normal appearance until they come in con- 
tact with some clump of pus-cells, which is evidently 
tied together by sticky secretion, with which the tail 
of the spermatozoén becomes entangled. The 
result then is that it indulges in futile struggles to 
escape, by the violence of which it may be seen to 
become exhausted and in a few minutes gives up 
the struggle and lies still. This is, of course, due to 
the admixture with normal serum of thick in- 
spissated mucus from inflamed cervical glands. In 
these cases the cervical mucous membrane must, of 
course, be rendered normal before impregnation is 
likely to occur. This is unlikely to be effected to the 
degree of normality which permits of impregnation 
without an intelligent alteration of the size and shape 
of the os and cervical cavity by a plastic operation, 


in addition to a curettage and thorough if not re- 
peated disinfections of the mucous membrane. 
These conditions, as actually seen under the 
microscope, amply demonstrate the reason for the 
almost invariable failure, in sterility cases, of the 
mere dilatation and curettage in which the general 
practitioner so often indulges, not infrequently, too, 
with results which permanently decrease his pa- 
tient’s chance of fertility under any treatment. At 
least such has been the result of the author’s obser- 
vations in this class of cases. Epwarp L. CorNeELL. 


Newell, F. S.: The Blood-Pressure During Preg- 
nancy. J. Alumni Ass. Coll. Phys. & Surg., 1915, 
xviii, 65. 

The author’s deductions are based upon a study 
of blood-pressure and albuminuria in a series of 450 
cases. Observations were made every ten days. In 
this series 421 cases maintained normal blood- 
pressures, that is, between 100 mm. and 130 mm., 
throughout pregnancy. None of these patients 
developed trouble from toxemia except one who 
developed post-partum eclampsia. A careful study 
of the 29 patients with abnormal pressures — above 
150 mm. — caused the author to reach the following 
conclusions: 

1. If the blood-pressure remains persistently be- 
low 100 it is fair to assume the patient’s general 
condition is below par. Temporary low pressure is 
of no significance. 

2. A persistent rise in blood-pressure even though 
it may never reach the arbitrary danger line calls 
for careful attention. 

3. The significance of small amounts of albumin 
in the urine, the blood-pressure remaining normal, 
is negligible. 

4. A rise in blood-pressure followed by the ap- 
pearance of albuminuria indicates the development 
of toxemia. 

5. High blood-pressure, in the absence of other 
signs, is not necessarily a dangerous symptom, al- 
though it should arouse suspicion. W. H. Cary. 


Runge, E., and Gruenhagen, E.: Roentgen Meas- 
urement of the Pelvis (Zur roentgenologischen 
Beckenmessung). Monatschr. f.Geburtsh. u.Gynaek., 
1915, xlii, 292. 

One of the most difficult problems in roentgen- 
ology has been the accurate measurement of the pelvis. 
The methods proposed by Kehrer-Dessauer and 
von Heynemann were great improvements over 
those formerly in use, but even they were subject to 
considerable error. The authors believe that they 
have found a method by means of which these in- 
accuracies can be overcome. They use a stereoscopic 
technique. ‘Two pictures are taken, one after the 
other on two plates, with the patient lying in the 
same position, flat on her back. For the second 
stereoscopic picture the tube is moved about 6.5 
cm. The impression from both negatives is taken 
on the same sheet of paper and the measurements 
are computed by an algebraic or geometrical 
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formula. The method of making the computation 
is described. 

The authors have not had an opportunity to test 
the method on women since it has been completely 
worked out, but they have tested it on men and 
had an opportunity to test their measurements at 
autopsy afterward. They found either exact agree- 
ment with the figures that they had computed or 
else a variation of only a fraction of a millimeter 
which makes no practical difference. They believe 
the principle of the method is absolutely correct 
and urge that it be tested further on pregnant 
women. A. Goss. 
Slemons, J. M.: Placental Bacteremia. J. Am. 
M. Ass., 1915, Ixv, 1265. 


Five hundred consecutive confinements in the 
University of California Hospital have been studied. 
Including infants over 40 cm. long, the mortality 
was 5.4 per cent, or 27 cases. The infant was still- 
born in 21 cases; it died on the second day in 3, on 
the fourth in 2, and on the ninth in 1 case. A 
necropsy was performed in every instance. The 
causes of death were as follows: 

Cases Per cent 

ia. i-b ARS CRACK ORME N Oban aie 7 26 
I ) i bic ccnnenencnbis od — 6 22 
Premature separation of placenta 15 
Placental bacteremia.......... Ir 
Congenital heart lesion........... 7 
Enlarged thymus............00000. 3 


Toxwemias PLOQMANCY..........ccccccceese as 3 
TR eee It 
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A number of well-known factors combine to 
explain why the foetal mortality is higher in cases 
where labor is prolonged. In 62 patients, labor 
lasted longer than 24 hours, and in this group 8 
foetal deaths occurred—13 per cent. Three of the 
deaths were due to placental bacteremia. The 
mothers of these infants were not seriously ill and, 
at the end of two weeks, were discharged from the 
hospital in good health. Such results, however, are 
not always to be expected. Epwarp L. Cornett. 


Mayer, A.: Intracranial Hzemorrhage in the 
Newborn (Ueber die intrakraniellen Blutungen des 
Neugeborenen infolge der Geburt). Zentralbl. f. 
Gynaek., 1915, XXXix, 795. 


Intracranial hemorrhage in the newborn is not 
nearly so frequent as external hematomata, but it 
probably occurs much more frequently than it is 
recognized. Henschen reported 29 cases among 
1,277. deaths of newborn babes at the Zurich 
Obstetrical Clinic, or 2.27 per cent; this corresponds 
to 0.2 per cent of the number of births during this 
time. 

The hemorrhage is generally subdural; bleeding 
also occurs below the tentorium in the region of the 
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cerebellum. These generally occur as a result of 
rupture of the tentorium. The source of supraten- 
torial hemorrhage is generally a rupture of the 
superior longitudinal sinus or of the veins emptying 
into it. The cause of intracranial hemorrhage is 
not always clear. A good many cases occur during 
operative delivery and may be assumed to be due 
to too great pressure during delivery. Three such 
cases are described. But from 40 to 50 per cent of 
the cases occur during spontaneous delivery. Many 
of them are seen in cases where there is dispropor- 
tion between the size of the head and the birth 
canal, as in contracted pelvis, unusually large child, 
or rigid soft parts in elderly primipare. 

Among 13 cases of subdural hemorrhage Seitz 
reported 7 primipara, 4 of them over 30 years old. 
In these cases the bones of the head are pushed 
together more forcibly than normal, rupturing the 
sinus or veins. But there are a certain number of 
cases that occur in perfectly normal deliveries in 
multipare, where no such causes exist. Twelve such 
cases are reported. ‘These cases may be due to 
circulatory disturbances brought about by the sud- 
den change in pressure inside and outside the os. 
An incompletely dilated and resistant os may also 
press the bones together too forcibly. Asphyxia may 
cause disturbances in heart action and circulation 
that produce hemorrhage. There are also certain 
predisposing factors in the child. The head may be 
abnormally large, necessitating unusual force to 
deliver it, or in premature infants the tissues may be 
abnormally soft and friable. Syphilis predisposes 
to hemorrhage, as do also certain conditions in the 
mother, including eclampsia. 

Many of these children are asphyxiated when born 
and cannot be saved. Some of those born alive 
develop normally. The child’s skull dilates readily 
and the effusion of blood may be absorbed. But 
in many cases the normal development of the brain 
is prevented by the pressure of the blood, and 
many conditions such as idiocy, chorea, spastic 
paralysis, and chronic epilepsy are doubtless some- 
times caused by it. Neurologists are inclined to 
attribute great importance to birth lesions in the 
production of these conditions, while obstetricians 
are inclined to deny it. 

It is difficult to make an absolutely certain diag- 
nosis of intracranial hemorrhage, but it is indicated 
by certain general symptoms, such as restlessness, 
somnolence, disturbance of respiration, and general 
convulsions; there are also local signs such as tension 
of the fontanelles, wide sutures and localized con- 
vulsions which help to indicate the site of the 
hemorrhage. Operative treatment is indicated. 
Cushing reports operation on 16 cases with 7 recov- 
eries, or 43.15 per cent. In infratentorial hemor- 
rhage lumbar puncture is valuable. A. Goss. 
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Braasch, W. F.: Perinephritic Abscesses. Surg., 
Gynec. & Obst., 1915, xxi, 631. 


The tor patients operated on at the Mayo Clinic 
for abscesses in the perirenal area have been sub- 
divided into two groups: subdiaphragmatic, 34 
cases, and perinephritic, 67 cases. Direct renal 
etiologic conditions were determined in all but 
14 of these cases. The various factors found as 
causes of perinephritic abscess are: (1) pyone- 
phrosis, (2) renal tuberculosis, (3) nephrolithiasis, 
(4) cortical abscess, and (5) traumatic rupture. 

Of the cases caused by cortical abscess several 
were characterized by the presence of a single 
abscess, which after being drained were followed 
by recovery. The author believes that the diagnosis 
of perinephritic abscesses of renal origin would be 
inexact without employing the following tests: 
(1) repeated urinalysis; (2) bacteriologic investiga- 
tion of the urine catheterized from each kidney; 
(3) estimation of the comparative renal function; 
(4) radiologic examination, including that of the 
urinary tract and the thorax, and pyelography. 

Following Baum’s suggestion, Braasch has found 
the bacteriologic examination of the urine to be of 
value in the diagnosis of perinephritic abscess when 
the urinary data were otherwise negative or doubt- 
ful. He finds the differential renal functional test, 
and phthalein in particular, of value in similar 
conditions. In the presence of previous obscure 
renal infection pyelography may be of value. The 
position of the diaphragm may be revealed by a 
thoracic radiogram when displaced by a subdia- 
phragmatic abscess. ‘The operative mortality in 
the 67 patients was 2 per cent. Immediate nephrec- 
tomy is indicated when the renal condition pre- 
viously ascertained warrants it. 


Chute, A. L.: Some Errors in the Diagnosis of 
Renal Infection. Surg., Gynec. & Obst., 1915, 
xxi, 426. 


Chute believes that the greatest cause for errors 
in the diagnosis of renal infections is a lack of ap- 
preciation on the part of the general practitioner of 
the conditions under which renal infection gives pain 
and the sort of pain that such an infection usually 
gives. 

He believes that only a condition which suddenly 
puts tension on the kidney capsule causes renal pain, 
and that the pain from an infection of the kidney 
is rarely backache, but has a tendency to be general- 
ized abdominal pain, frequently accompanied by 
vomiting. 

Another point that may mislead the general 


practitioner is the apparent lack of renal tube casts; 
in their absence frequency and urgency of urina- 
tion, even with a considerable amount of albumin 
and probably an elevation of temperature, is at- 
tributed to cystitis. Consequently the possibility 
of renal infection is not brought to the mind of the 
man who sees the patient originally, and measures 
for accurate diagnosis are not applied. 

Sometimes when the chance to use accurate diag- 
nostic means is given, one is unable to apply them, 
either because of the circumstances under which 
the patient is seen or because of some physical im- 
pediment. In other cases the conditions seems so 
evident that the application of the exact means does 
not seem necessary or worth while. 

No matter what the immediate reason, the under- 
lying cause for errors in the diagnosis of renal in- 
fection is the fact that for some reason, avoidable 
or unavoidable, the methods of exact diagnosis have 
not been applied. 

Chute illustrates his points by citing definite cases 
in his experience. 


Newman, D.: Hzematuria, a Symptom; Its Causes 
and Diagnosis, with a Few Cases Illustrating 
Some of the Less Common Lesions. Glasgow 
M.J., 1915, \xxxiv, 263. 

In the concluding part of the article, the author 
considers the information obtained by other con- 
stituents of the urine besides blood, such as pus, 
tumor-cells, parasites, tubercle bacilli, etc. Also 
of importance are the time at which the blood 
appears in the urinary stream, the frequency and 
duration of the attack of hematuria. Blood at the 
beginning of micturition indicates a lesion in the 
urethra, or prostate, or close to the neck of the 
bladder; when terminal, it is likely to be due to 
bladder tumor or vesical calculus. 

Hematuria of sudden onset and disappearance 
occurs in movable kidney with torsion of the renal 
veins, also in renal calculus, tumor of the renal pel- 
vis, and aneurism of the renal artery. 

Hematuria which is severe and persistent, on 
the other hand, is suggestive of advanced malignant 
disease or soft papilloma at the neck of the bladder. 
Intermittent hematuria, more or less profuse, is 
seen in tumor of the bladder well away from the 
neck. 

The methods and technique of determining the 
source of blood when from the upper urinary tract 
are considered; tests are described by which the 
quantity of hemoglobin in the urine may be esti- 
mated for the purpose of determining whether or 
not the albumin present is due entirely to blood, 
or due in part to some other cause. 
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In discussing diagnosis in cases of hematuria, 
the conditions in which bleeding is the only symptom 
are first taken up. These are passive hyperemia, 
renal varix, tumor in the renal pelvis, aneurism of 
the renal artery, and early renal tuberculosis. 

In the absence of evidence furnished by X-rays, 
chemical, physical, and bacteriological examination 
of the urine, in renal varix and passive hyperemia, 
the chief reliance is upon cystoscopy, which must 
be performed both during the hematuria and during 
the intervals. 

The shoots from the congested kidney are fre- 
quent, strong, and small; whereas from the opposite 
ureter, if its kidney is healthy, the shoots are 
larger, less forcible, and less frequent. Generally 
the ureteric opening on the diseased side is altered; 
it may be small, sharply defined, and the lips in- 
jected, or the edges may be swollen, oedematous, and 
stained with blood, or small blood-clots may be 
seen adhering to the opening. 

In tumor of the renal substance or pelvis there 
may be fragments of the growth present in the 
urine. An important point in the diagnosis of 
aneurism of the renal artery which has ruptured 
into the renal pelvis, is the increase of efflux of blood 
into the bladder, as seen by cystoscopy, when 
pressure is made upon the kidney, the blood welling 
out in a steady, even stream. 

In renal calculus causing hematuria, the author 
states the ureteral orifice usually becomes altered 
and, as a rule, urinary shoots are more frequent and 
smaller in size than those from the healthy side. 

In early tuberculosis the lesion at the ureteral 
orifice varies somewhat, but practically always 
shows some deformity of the opening with thicken- 
ing or retraction of one or both lips. 

Lesions accompanied by other symptoms than 
hematuria are renal calculus, tumors, tuberculosis, 
trauma, polycystic kidney, hypernephroma, and 
adrenal tumors. Lesions of the bladder causing 
hematuria are tumor, cystitis, calculus, enlarged 
prostate, varicose veins, and diverticulum. 

The characteristic forms and variations of the 
hematuria, the importance of certain symptoms in 
diagnosis in the above condition, and the more 
modern methods of examination are thoroughly 
considered. H. Binney. 


Cabot, H.: Errors in Diagnosis of Renal and 
Ureteral Calculus. Surg. Gynec. & Obst., 1915, 
XX1, 403. 

This report was compiled from a study of 153 cases 
of proved stone in the kidney and ureter studied 
at the Massachusetts General Hospital. Twenty- 
six abdominal operations had been previously per- 
formed on these patients without relief of symp- 
toms. Of these, 10 were for appendicitis, 8 were 
exploratory, 4 were for fixation of a supposed mov- 
able kidney, and 1 each for supposed disease of the 
tube and gall-bladder, for abdominal adhesions, 
nephralgia, and stone in the bladder. It was 
pointed out that these errors could have been 


avoided by careful examination of the urine and 
by taking X-ray plates. 

Errors of a medical nature in the diagnosis in this 
group consisted of treating patients for ulcer of the 
stomach, lumbago, sacro-iliac strain, acute and 
chronic Bright’s disease, chronic cystitis, and neuras- 
thenia. It was shown that all of these errors could 
have been avoided by the application of well-known 
methods of diagnosis. The frequency with which 
the diagnosis of chronic nephritis is made where 
stone in the kidney exists shows that the effect of 
nephritis upon the cardiovascular system is not 
sufficiently recognized. 

After discussing some of the more difficult tech- 
nical problems of diagnosis, particularly the differ- 
ential diagnosis between stone in the ureter and other 
foreign bodies, Cabot points out that by the ob- 
servance of certain precautions practically all the 
errors which had been made in this series of cases 
could have been avoided. All cases of abdominal 
pain of a chronic type, backache, and sacro-iliac 
pain should have careful, repeated examinations of 
the urine and generally an X-ray taken before any 
operative procedure is decided upon. The evi- 
dence presented by the X-ray alone is regarded as 
insufficient to warrant operation for stone in the 
kidney or ureter. In the most obscure cases with 
a normal urine, a negative X-ray and an unob- 
structed ureter, the wax-tipped catheter would 
often give positive evidence not to be obtained in 
any other way. 


Hinman, F.: Diagnosis of Ureteral Calculi; Tech- 
nique for Use in the Wax-tipped Catheter in 
the Male. Calif. St. J. Med., 1915, xiii, 432. 


After discussing the plate diagnosis of ureteral 
stone, which Geraghty and Hinman on the basis 
of a recent study of the large material of the John 
Hopkins Hospital found to be erroneous in over 15 
per cent, the author points to the frequent position 
of concrements in the pelvic portion of the ureter — 
about 70 per cent. The fact that ureteral stone is 
rarely ever located by the X-ray in that portion 
of the ureter corresponding to the shadow of the 
wing of the sacrum, has never received sufficient 
emphasis. Neither Kelly nor Fenwick saw a 
shadow in this portion of the bony pelvis. It is, 
therefore, very likely that stones do occur here and 
are missed in the X-ray examination. 

Ureterography with an X-ray catheter or by the 
previous injection of some substance into the ureter 
which is impermeable to the X-rays will usually 
determine satisfactorily the intra- or extra-ureteral 
position of any suspicious shadows. Sometimes, 
however, a suspected shadow will appear to lie 
within the ureter, when it really lies either above or 
beneath it; positive evidence in such a case is only 
available by a scratch on a wax-tipped catheter. 

In order to obviate the technical disadvantages 
connected with the application of this most im- 
portant diagnostic method, Hinman has devised a 
simple procedure which permits the removal of the 
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wax-tipped catheter without previously removing 
the cystoscope and which at the same time enables 
the operator to pass one or more control wax-tips 
and thus confirm the findings. "The comprehensive 
and lucid description of Hinman’s method, which 
is illustrated by several excellent photographs, is 
not applicable to a short review and must be studied 
in the original article. 

Summarizing the methods available at present 
for the diagnosis of ureteral stone, Hinman dif- 
ferentiates between the general investigation and 
the use of special methods of examination. Of 
importance in the former is radiography of both 
ureters, both kidneys and the bladder, a careful 
study of the urine before instrumentation, and 
determination of renal function. If negative 
findings after such a general study are obtained, 
further examination is not necessary. In the pres- 
ence of suspicious but indefinite general findings the 
most trustworthy special methods of examination 
are the wax-tipped catheter and ureterography. 
The accuracy of the wax-tipped catheter and its 
applicability at one sitting with other cystoscopic 
methods warrant a wider and more general scope 
for its use in the future. M. KroroszyNer. 


Newman, D.: Ureteral Calculus; Its Symptoms 
and Treatment. Brit. M.J., 1915, ii, 5098. 


In a review of the treatment of ureteral calculus, 
the author considers the expectant and operative 
methods with illustrations of each from personal 
cases. The expectant form is advised where but 
one ureter is blocked and the other kidney normal, 
especially when the obstruction is transitory or 
incomplete and the calculus is known to be small. 
Such cases when kept under careful and frequent ob- 
servation often progress to a spontaneous cure. 

Operative treatment is indicated without delay 
when the colic is frequent and severe, if there is 
evidence of hydronephrosis or sepsis, if the stone is 
known to be large or fixed, if there is only one work- 
ing kidney, or if the patient’s general condition is 
becoming impaired. The operative procedure de- 
pends on the position of the stone, but in the great 
majority of cases the lumbo-ilio-inguinal route is 
indicated. In opening the ureter the author pre- 
fers an oblique incision, rather than a longitudinal 
one, which may diminish the lumen of the duct in 
suturing. ‘The incision in the ureter should be made 
above the point of impaction, and previous placing 
of stay sutures on each side of the line of incision 
facilitates removal of the stone and the closure of the 
ureter. H. L. SANForpD. 


Braasch, W. F., and Moore, A. B.: Stones in the 
Ureter. J. Am. M. Ass., 1915, lxv, 1234. 


The authors have considered 230 operative cases 
of stone in the ureter and 64 cases in which the stone 
had been dislodged by cystocopic technique or 
had been passed. They analyze and give the per- 
centage of occurrence of the important findings. 
Various methods of non-surgical treatment are 
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mentioned and their value discussed. ‘They review 
the various sources of error in diagnosis, and give 
the occurrence of stone in their series. 

Pain was referred to the renal area in 67 per cent 
of the cases; to the upper abdominal quadrant in 
15 per cent; and to the region of the lower ureter in 
9 per cent. In three cases the localization was in 
the suprapubic area and no definite radiation was 
noted in 16 cases; no pain in 5 cases. The authors 
believe that renal colic as a result of lithiasis is 
caused more frequently by stone lodged in the 
ureter than in the kidney. They emphasize the 
confusion that might arise with lesions in the upper 
abdomen when the pain is referred to that locality. 
In their experience the localization of pain referred 
to the area of the lower ureter has caused the most 
confusion, especially when on the right side. A 
history of previous colic referred to the renal area 
with subsequent localized pain to the lower ureteral 
area is suggestive of an impacted ureteral stone 
with periureteritis. Cases are noted of stone in the 
ureter which caused no pain. In 12 cases the degree 
of pain was secondary in importance to symptoms 
of gastric disturbance. 

Vesical irritability occurred so frequently, 74 
per cent, that its absence is of value in differential 
diagnosis. Irritability was the predominant symp- 
tom in cases in which the stone was lodged in the 
vesical portion of the ureter. 

In the authors’ experience the actual diagnostic 
value of the presence of a few red blood-cells or pus- 
cells in the urine in the diagnosis of ureteral stone 
has been exaggerated. They think, however, that 
the presence of a few elements in the urine necess- 
itate a careful roentgenographic examination. The 
absence of red blood-cells or pus-cells does not ex- 
clude the possibility of stone. In 12 per cent of 
their cases no pus or red blood-cells were found; in 
9 per cent only an occasional red cell, and in 7 cases 
an occasional pus-cell. Gross hematuria was 
found in 14 per cent with stone in the ureter, while 
with renal stone hematuria was found in 56 per cent 
of cases. They regard hematuria, therefore, as of 
less importance with ureteral stone than with renal 
stone. 

Palpation of the stone in the lower ureter did not 
prove in their hands to have much diagnostic value 
in the male but not infrequently was of aid in the 
female. In 80 cases in which efforts were especially 
made to palpate stone, in only 9 was this procedure 
possible. The majority of ureteral stones pass 
spontaneously, and for this reason they believe that 
surgical interference is seldom indicated in the first 
attack of pain. Before an abdominal operation is 
attempted, the passage of the stone may be aided 
by endoscopic methods, namely: (1) catheter 
manipulation; (2) injection of sterile glycerine or 
oil; (3) fulguration; (4) ureteral dilatation; (5) 
cutting of the meatus; and (6) ureteral forceps. 
The authors were able to remove 64 stones by one 
of the above methods. The injection of oil and 
glycerine into the ureter was of questionable im- 
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provement over the natural efforts of peristalsis 
and ureteral lubrication. It is their impression 
that stones in the lower ureter which could be dis- 
lodged by the methods mentioned would pass 
spontaneously. 

The greatest percentage of errors in the roent- 
genographic diagnosis occurred from incorrect inter- 
pretation of the shadow rather than from failure of 
the roentgenogram to show the shadow. A roent- 
genographic diagnosis of stone was made in 60 per 
cent of cases. The greatest percentage of error 
occurred in regard to extra-ureteral shadows as 
explanatory of abdominal pain and subsequent 
negative exploration. Next in importance was the 
interpretation of shadows as stone-shadows when 
caused by extra-ureteral conditions. Many stones 
failed to cast shadows. The roentgenogram was 
negative in 11 per cent, probably due to the follow- 
ing causes named in the order of their relative fre- 
quency: (1) errors in roentgenographic technique; 
(2) position of the stone; (3) size of the stone; and 
(4) character of the stone. 

The localization of the stone was: ureteropelvic 
juncture, 26 cases; upper third, 28 cases; middle 
third, 1 case; lower third, 159 cases. The stone 
was impacted in the wall of the bladder in 20 cases. 
No doubt the number of operative cases will be 
reduced in the future as the result of recent improve- 
ment in operative cystoscopy. Stone was found in 
the left ureter in 134 cases and in the right ureter in 
144. cases. Single stones were found in 261; multiple 
stones in 17 cases. Stones were found in both 
ureters in 6 cases, in the kidney on one side and the 
ureter on the other in 11 cases, making a total 
bilateral occurrence of 6 per cent. 

There were 13 cases in which the stone was not 
found on exploration. In 3 cases the stone was 
pushed into the bladder, in 3 it was found to have 
been passed between the clinical examination and 
time of operation; in 4 cases the stone was passed 
after operation. In 5 cases no stone was found, 
which can be explained only as due to error in diag- 
nosis. The importance is emphasized of having a 
roentgenographic examination made just prior to 
operation, if many days have elasped since the 
cystoscopic examination. The history of a severe 
colic after the passage of a ureteral catheter should 
make one suspicious that the stone has been passed. 
A few cases were observed in which stones were 
passed after manipulation without a history of pain. 

G. J. THomas. 


Cabot, H.: Stone in the Kidney and Ureter; a 
Critical Review of 157 Cases. J. Am. M. Ass., 
1915, lxv, 1233. 

The author presents a critical review of 157 cases 
occurring in the surgical service of the Massa- 
chusetts General Hospital during the seven years 
prior to January 1, 1914. As a result of this in- 
vestigation he has deduced the following facts: that 
stone in the kidney too large to pass occurs most 
commonly between the ages of 10 and 40, and these 


cases come to operation most commonly between 
the ages of 20 and 50. This observation carries 
with it the conclusions: (1) that the diagnosis of 
stone in the ureter is not made with great prompt- 
ness; (2) that renal colic is absent in a considerable 
proportion of the cases, and the pain caused by 
renal calculus may closely simulate that caused by 
various other abdominal lesions and is frequently 
mistaken for such lesions; (3) that the urine is per- 
sistently normal in a proportion of cases sufficiently 
large to make it an uncertain guide; (4) that the 
roentgen ray is persistently negative in enough cases 
to make it dangerous to depend wholly on this 
evidence, but the combination of unusual pain 
symptoms, a negative roentgen ray, and a persistently 
normal urine is fortunately rare. 

In this series there were 140 operations with 5 
deaths, or 3+ per cent, which were distributed as 
follows: 


PORN 5 isi .5io ode ak eae woes 2 deaths 
NN oo hess eek aly acon oS eee iad 1 death 
GUO OUR 605 5.6 os aba eek sew aeeawe 1 death 
TOMI Legros <0, pe aK ale Ok aie FT t death 


Post-operative hemorrhage of notable amount 
occurred in two cases, but did not prove fatal in 
either. The various operations done in these cases 
were as follows: 


RAEI 5 9 ase Siw Hine x ates aA eo aye Sw ATE eee 20 
INI 56.595 ans sae S09 avis toda ash. a dom die w Sel cas 47 
a orn Sud ahsikgs bey a atmrn bacon ian 36 
oe ere eerie nr oe 37 


As the above figures will show, pyelotomy was the 
operation of choice. A considerable number of 
these patients had been subject to previous opera- 
tions without relief for symptoms afterward proved 
to be due to stone in the kidney or ureter. The 
author calls attention to the fact that 85 patients 
were examined at the clinic more than two years 
after operation, this examination including a general 
physical examination, examination of the urine, and 
roentgen ray examination. Patients were classified 
as well who showed a normal urine and a negative 
roentgen ray. Patients were classified as not well 
when the urine showed pus, blood, or albumin and 
the roentgen ray showed a shadow, probably a 
stone. The result of this examination was as fol- 
lows: 

Of 64 patients operated on for stone in the kidney, 
33, OF 51 per cent, were well, and 31, or 49 per cent, 
were not well. Of 21 patients operated on for stone 
in the ureter, 15, or 71 per cent, were well, and 6, 
or 28 per cent, were not well. W. E. Lower. 


Smith, E. O.: Urinary Calculi. Lancel-Clin., 1915, 
CXiV, 372. 

While urinary concretions have been found in the 
parenchyma of the kidney, this seldom occurs. A 
large percentage of calculi are formed in the pelvis 
of the kidney and either pass into the ureter or, 
remaining in the pelvis, gradually become larger. 
Most of those that enter the ureter pass into the 
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bladder. Women are the victims of renal calculi 
almost as frequently as men, but they seldom 
develop vesical calculi due to the mechanical ar- 
rangements of the urethra. Infection, foreign 
bodies, locomotor ataxia, and obstructions that 
interfere with the complete emptying of the bladder 
(prostatic enlargement and urethral stricture) pre- 
dispose to the formation of stone in the bladder. 
The nucleus of a urinary calculus consists of colloids 
and crystolloids. Seldom is there a pure stone of 
any one mineral salt. No definite conclusions as 
to the chemical composition of a calculus can be 
drawn from its color, shape, or consistency. 

The symptoms of a renal calculus may be located 
on one side while the pathology is in the opposite 
kidney. A unilateral renal or ureteral calculus may 
cause complete anuria. Calculi which are not too 
large are best removed by pyelotomy. It is not 
necessary to close the incision in the ureters with 
sutures. There is seldom leakage of urine. In 
doing a nephrotomy, if there is much infection, the 
author introduces a good sized drainage tube through 
the kidney into the pelvis, suturing the kidney 
snugly around the tube. After nephrectomy for 
stone there is a development of stone in the other 
kidney in about 10 per cent of cases. Recurrence 
after pyelotomy occurs in 51 per cent of cases and 
56 per cent after nephrotomy according to Cabot. 

The three favorite sites of lodgment of ureteral 
stones are: (1) where the pelvis joins the ureter, (2) 
at the pelvic brim, and (3) at the vesical wall. 

Diagnosis of ureteral stone is made with the 
X-ray, the X-ray ureteral catheter, and the wax- 
tipped ureteral catheter. Geraghty in tabulating 
67 cases of ureteral calculi, states that 15, or 22.4 
per cent, were not detected even with repeated 
X-rays. Two of these stones were composed of 
calcium phosphate and carbonate and calcium 
oxalate without any uric acid. This seems to dis- 
prove the former theory that only uric acid stones 
escape the X-ray. <A very large percentage of 
ureteral calculi pass spontaneously. Others can 
be dislodged by the ureteral catheter or are en- 
couraged to pass by the injection into the ureter 
of warmed albolene, olive oil, or glycerine. Dilata- 
tion or incision of the ureteral orifice or burning 
with a fulguration wire may release intramural 
stones into the bladder. Surgical removal of these 
stones is not a simple procedure and should be 
resorted to only when manipulation has failed and 
there are present symptoms which make removal 
imperative, such as complete obstruction of the 
ureter or repeated attacks of colic. 

More or less infection of the bladder is usually 
associated with vesical calculus. -A great many of 
the bladder stones are composed of ammonium urate 
or phosphate, occasionally of oxalate. Positive 
diagnosis is made by metal sound, cystoscope, and 
X-ray. Shadows near the pubes suggest prostatic 
calculi, while the bladder calculi are usually higher. 
Very large and very hard stones and encysted cal- 
culi should be removed suprapubically. Calculi in 


the prostatic urethra and medium-sized stones too 
hard to be crushed should be removed through a 
midline perineal incision. A great many vesical 
calculi can and should be treated by litholapaxy. 
The more proficient one becomes in the use of the 
lithotrite, the fewer will be the cases treated by 
lithotomy. Litholapaxy has the advantage of con- 
serving the bladder and the patient is confined only 
a few days. Occasionally a calculus becomes 
lodged in the urethra anterior to the triangular 
ligament. Most of these calculi can be removed 
through the endoscope, but if this is impossible 
external urethrotomy is necessary. Specimens of 
calcareous material from the urinary tract should 
be carefully analyzed chemically. If found largely 
composed of calcium salts the patient is put on an 
acid treatment because the calcium is soluble in 
acids and if the urates predominate alkalies are 
given. It is not reasonable to suppose that enough 
acid or alkali can be given to dissolve a formed 
stone but enough may be given to act as a pro- 
phylactic measure. Since it is now known that 
nearly all renal calculi are composed of oxalate of 
lime, it would be more nearly correct to give all 
patients presenting renal calculi an acid treatment 
rather than alkaline as has been the almost uni- 
versal practice in the past. C. R. O’CRowLEY. 


Braasch, W. F.: Significance of Vesical Symptoms 
in the Diagnosis of Renal Conditions. Si. 
Paul M. J., 1915, xvii, 720. 


The relation of vesical symptoms to renal disease 
is much the same as that of gastric symptoms to 
disease in the gall-bladder, appendix, or duodenum. 
The underlying lesion in the kidney may have 


little or no localizing symptoms while the secondary 


vesical condition may give rise to all the subjective 
symptoms. 

The renal conditions which are most frequently 
the cause of vesical symptoms are: (1) tuberculosis, 
(2) pyelonephritis, and (3) lithiasis. 

1. Renal tuberculosis. Of 203 cases of renal 
tuberculosis reported by the author, go per cent had 
vesical symptoms extending over a period of six 
months, and over 50 per cent for more than a year. 
The remainder had vesical symptoms, the cause of 
which remained unrecognized in some instances as 
long as ten years. It would be conservative to 
regard all cases of persistent irritability of the 
bladder with pyuria, particularly in the young 
adult, as due to renal tuberculosis, until the con- 
trary can be proved. As a rule, the vesical symp- 
toms with renal tuberculosis are more severe in the 
male patient than in the female. A well advanced 
renal tuberculosis with comparatively slight irrita- 
bility of the bladder occurs more frequently in 
the female than in the male. 

2. Pyelonephritis. The cystitis accompanying 
diffuse infection of the renal parenchyma by organ- 
isms other than the tubercle bacillus is usually less 
severe than that occasioned by the tubercle bacillus. 
When the infection is unilateral and the urine from 
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the affected side is grossly purulent the two condi- 
tions may closely resemble each other. If guinea- 
pig inoculation is impracticable, error in diagnosis 
may easily occur. Localizing symptoms referred 
to the kidney occur, even less frequently with 
pyelonephritis, than with renal tuberculosis, the 
irritability of the bladder alone calling attention to 
the presence of the pyelonephritis. Pyelonephritis 
as the cause of cystitis in the male was found in 109 
of the 121 cases recently reported from the Mayo 
Clinic. 

3. Lithiasis. At the time of the colic resulting 
from urinary obstruction by stone in the kidney or 
ureter, irritability of the bladder and frequency are 
often predominant symptoms and may be of im- 
portance in the differential diagnosis; in fact the 
absence of vesical irritability coincident with pain 
would be a factor in exclusion in the interpretation 
of a doubtful renal or ureteral shadow. The radia- 
tion of pain with renal lithiasis may be largely 
referred to the area of the bladder, especially in 
children. 

Although a very large proportion of cases of 
cystitis are the result of renal infection, it should 
not be stated that cystitis may not exist as a primary 
and sole focus of infection in the urinary tract. 
Such cases are less common in the male without 
urinary obstruction, but are of frequent occurrence 
in the female. 

Neurosis of the bladder usually occurs when 
other evidence of a neurosis is also present, and 
appears as part of a symptom-complex. These 
patients are too often subjected to needless op- 
eration. 

The author feels that it is questionable whether 
displacement of the otherwise normal uterus can 
cause irritation of the bladder without a secondary 
complication. H. W. PLAGGEMEYER. 


Welborn, J. Y.: An Interesting Kidney Case. J. 
Indiana St. M. Ass., 1915, viii, 510. 


Welborn reports the interesting case of a man of 
30, who three weeks after nephrectomy for left- 
sided pyonephrotic stone-kidney developed uremic 
coma. In spite of negative radiographic findings 
the right kidney was exposed and found apparently 
normal. On extension of the incision downward 
an impacted calculus was found in the right ureter 
about an inch and a half above the bladder. After 
removal of the stone, urination which had stopped 
for four days, set in at once. ‘The entire operation 
was finished in twenty minutes. The patient 
made a speedy recovery and his urine became 
entirely normal. M. Kroroszyner. 


Rupert, R. R.: Further Study of Irregular Kidney 
Vessels as Found in One Hundred Eighteen 
Cadavers. Surg., Gynec. & Obst., 1915, xxi, 471. 


The author’s study of this subject was begun in 
1912 and the data accumulated was published in 
1913. The additional data which has been gathered 
since that time is the basis for the following report. 
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The kidneys of 118 cadavers were studied; of 
these 103 were males and 15 females. The males 
included 98 whites and 5 negroes; the females in- 
cluded 13 whites and 2 negroes. This is worthy of 
note in that all the female cadavers showed some 
blood-vessel variation. 

Cadavers showing variations were 57 males and 
15 females; the males including 56 whites and 1 
negro; the females, 13 whites and 2 negroes. Of the 
118 cadavers, 72, or 61 per cent, showed a unilateral 
or bilateral variation of the artery or vein or of both. 

The renal veins did not share the frequency of 
anomalous distribution with the arteries. With 
one exception, all cadavers showing variations in 
— on one side only had this variation on the right 
side. 

The axis type of bifid arteries corresponds to the 
“precocious division” of Gerard. 

Two specimens show that one of the irregular 
arteries makes one complete twist around one of the 
branches of the renal vein or vice versa. 

Seven specimens showed the same peculiar ar- 
rangement of the renal veins. Eleven specimens, 
including the seven above, showed variations in 
arteries or veins passing anterior to or posterior to 
the vena cava or aorta, when their normal position 
should have been opposite to the one occupied. 

There were no movable, pelvic, or horseshoe kid- 
neys found. There was one congenitally small 
kidney. ‘There was one cadaver showing the con- 
genital absence of the right kidney. This cadaver 
also had a unicornate uterus, the horn of the uterus 
being missing on the right side, the missing structures 
being represented by a retroperitoneal fibrous band 
about 1 cm. wide, extending from the region of the 
porta hepatis, the transverse fissure of the liver, to 
the region of the femoral ring on that side. 

The kind and location of variations are as follows: 


ARTERIES VEINS 
Left side only............ 21 Left side only....... 6 
Right side only...... sights.) Right side only...... 30 
SR 8 Bot GEES. oo 5.050500 ° 
VEINS AND ARTERIES IN SAME CADAVER VEINS ONLY 
I o cat.no ddeeas 2 OO eae ° 
Sr 12 Right side.......... 8 
Ni o:550d0 5240s 00 2 Both sides.......... ° 


The vascular supply of the posterior portion of 
the primitive excretory apparatus in mammals is 
segmental. Many reptilia show multiple renal 
arteries; birds show four to six pairs of renal ar- 
teries and we should expect from ontogenetic and 
phylogenetic points of view to find much variation 
in the renal blood-vessels of man. 


Kretschmer, H. L.: Supernumerary Kidney. 
J. Am. M. Ass., 1915, \xv, 1447. 


The author bases his article upon a report of a 
case of this rare anomaly, and includes a review of 
15 cases. In Kretschmer’s case, two of the three 
kidneys contained calculi. A nephrectomy was 
performed in which two of the three kidneys were 
removed. The patient made an uneventful re- 
covery. 
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A cystoscopic examination made subsequent to 
the operation revealed but two ureteral orifices, 
normally situated. The supernumerary kidney had 
its own blood supply and its own ureter, which 
fused with the ureter of the large kidney, outside of 
the bladder. 

The author lays stress upon the value and neces- 
sity of differentiating cases of true supernumerary 
kidney from cases of double or fused kidney. 

The author’s case was the only one that he was 
able to find in the literature in which two of the 
three kidneys contained calculi. 


Lichtenstern, R.: Injuries of the Kidney in 
War (Kriegsverletzungen der Niere). Wien. klin. 
Wchnschr., 1915, Xxviil, 1129. 


Gunshot injuries of the kidney are relatively 
rare, partly because the position of the kidney 
protects it from abdominal injuries, partly be- 
cause when the injuries are severe enough to 
involve it the patients die on the field. Lichten- 
stern, however, has had 21 cases of injury of the 
kidney; 8 of bullets passing through the kidney, 
4 of gunshot injury with other complications, 1 of 
stab wound, and others from violence, such as falls, 
kicks, etc. Four were operated upon; the rest re- 
covered under conservative treatment with one 
exception. There was only one death. The de- 
tails of the case histories are given. 

Injury of the kidney is generally recognized by 
hematuria and local pain. There is apt to be en- 
largement of the kidney from subcapsular hem- 
atoma; if so it can be recognized by careful palpation; 
great caution should be exercised in palpation 
to avoid further hemorrhage. If there is urine 
infiltration the infiltration can be felt in the kidney 
region. If there is extensive hemorrhage into the 
bed of the kidney the organ may be pushed up 
against the diaphragm, in which case it cannot be 
differentiated from the hematoma. If there is any 
question of removing the kidney, cystoscopy and 
catheterization of the ureters must be performed 
to be sure that the other kidney is intact. 

The severest complication of kidney injury is 
urine infiltration, which is relatively rare. It 
occurred three times in the author’s 21 cases. The 
prognosis depends on the extent of the injury, 
complications in other organs, and secondary in- 
fection. In general it is good. 

Where the bullet simply passes through the kid- 
ney and there is no great amount of hemorrhage, 
conservative treatment is indicated; the patient 
should be put at rest, the wound cared for aseptically 
and cold applications used; the diet should be milk 
and cold fluids; horse serum is an excellent hem- 
ostatic. If there is severe hemorrhage operation is 
indicated. Tears in the parenchyma may be su- 
tured; and if thepedicle is injured the vessels should 
besutured. If the organ is too severely injured to be 
sutured or there is danger of infection, nephrectomy 
is the operation of choice. In either suture or 
nephrectomy the wound should be drained. The 


treatment in urine infiltration is necessarily op- 
erative. The infiltrated region should be opened 
up and thoroughly drained. A. Goss. 


Squier, J. B.: Renal Pain: Diagnostic and Clinical 
Significance. Internat. J. Surg., 1915, xxviii, 354. 


Kidney pain is divided into two groups: (1) true 
renal pain, located in the lumbar region, of dull 
aching quality, constant in character; (2) pelvic or 
ureteral pain, radiating from the lumbar region to 
the scrotum, of paroxysmal or intermittent char- 
acter. 

Pain with pus, but without cystitis, suggests the 
calculous group; pain with pus, with cystitis, sug- 
gests the tuberculous group; pain without pus, with- 
out cystitis, plus tumor, suggests the hydronephrotic 
group. Renal pain never becomes paroxysmal, but 
is always constant. 

In pelvic and high ureteral involvement, the skin 
of the scrotum is not painful on pressure, but the 
deep tissues are. In lower ureteral and adjacent 
regions, the superficial tissues are painful, with ab- 
sence of pain in the deeper tissues. 

Distention of the renal pelvis and upper third of 
the ureter is associated with urinary frequency, but 
usually without painful micturition. Harry Kraus. 


Cole, H. P.: Nephrectomy Under Local Anesthesia; 
Adenoma of the Kidney. Urol. & Cutan. Rev., 
I915, XiX, 545. 

The author describes nephrectomy for adenoma 
of the kidney performed under local anesthesia. 
Scopolamine and morphine were given one hour 
and fifteen minutes before operation. Paraverte- 
bral conduction anesthesia was produced after the 
method of Kappis, infiltrating the intercostal regions 
from the eighth dorsal to the first lumbar. Five ccm. 
of a 2 per cent novocaine-adrenalin solution was 
used to infiltrate the skin and subcutaneous tissue 
along the line of incision. The kidney was easily 
delivered, the patient complaining of slight discom- 
fort when the kidney pedicle was ligated. 

B. S. BARRINGER. 


Luxembourg, H.: Decapsulation of the Kidney in 
Bichloride Poisoning (Zur Frage der Nierenent- 
kapselung bei Sublimatvergiftung). Deutsche 
Zischr. f. Chir., 1915, CXxxiv, 377. 


Luxembourg reports four cases of severe bichloride 
poisoning which were treated by Bardenheuer by 
kidney decapsulation. In these cases there were 
all the characteristic symptoms from simple stoma- 
titis with excessive saliva to severe uncontrollable 
vomiting, bloody diarrhoea, and partial or complete 
anuria, which was manifested by all the patients. 
The most interesting case was that of a druggist 
who was fully acquainted with the toxic effects of 
bichloride and who took 50 ccm. of bichloride in 
roo ccm. water. After 8 days he showed, as a sign 
of severe intoxication, a marked exanthema of the 
whole body, resembling a syphilitic roseola. 

Operation was performed on the ninth day, and 
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as the patient had complained of pain in the left 
kidney region, the left kidney was exposed through a 
Simon lumbar incision. It was enlarged to almost 
double its normal size, was dark bluish red in color, 
and very brittle, so that in loosening the capsule 
shallow tears were made. The capsule was stripped 
off to the hilus, the wound filled with gauze, and 
sewed up, except that an opening was left for the 
gauze. Recovery was uneventful. 

On the first day after the operation 1,100 ccm. of 
urine was discharged. It contained albumin and 
many casts but was free of blood. His sight, which 
had been very much affected, improved. On the 
second day there was 1,800 ccm. of urine, and on the 
third 4,000, which was almost free from albumin. 
The exanthema disappeared 12 days after the op- 
eration, though there was found to be a large chancre 
of the frenulum and glands. ‘The patient recovered 
completely. The other three patients died, though 
two of them showed great improvement in urine 
excretion after the operation. 

Before Bardenheuer, Kuemmell was the only man 
to undertake kidney decapsulation for a nephritis 
caused by chemical poisoning. He succeeded in 
bringing about abundant excretion of urine after 
four days anuria, but could not prevent the fatal 
termination. The course was similar in three 
cases operated on by Tisserand-Besancon for anuria 
after mercury poisoning, and of which Luxembourg 
gives brief case histories. A. Goss. 


Loux, H. R.: Plastic Surgery of the Kidney Pelvis 
and the Ureters. J. Am. M.Ass., 1915, lxv, 1237. 


The author comments on the lack of attention 
that has been given plastic surgery of the kidney 
pelvis and ureters, as evidenced by the fact that 
only 151 cases are reported up to June, 1911. He 
briefly reviews the 70 cases which he has been able 
to collect since that date and includes in this review 
the several operations and the technique as de- 
veloped in the surgical treatment of these cases. 
The article is concluded with the reports of 3 cases 
from the author’s own experience. 

He states that although the function of a hydro- 
nephrotic kidney is impaired the organ is not use- 
less. The kidney probably does not regain its 
normal function after the obstruction is removed. 

The paper contains many abstracts of reports by 
foreign and American surgeons of plastic operations 
done upon the kidney pelvis and ureter. A number 
of different types of operations are reported for the 
relief of ureteral fistula, with much divergence of 
opinion as to their efficiency. He thinks that the 
intraperitoneal transplantation of the proximal end 
of the ureter into the bladder seems to be the pro- 
cedure of choice. This he thinks is especially true 
of fresh lesions not too remote from the bladder and 
for fistula when the corresponding kidney and the 
bladder are normal. In his opinion, suturing the 
ureter does well in small lesions, but does not do well 
in extensive lesions, since the sutured ureter always 
shows a tendency to stenosis. He states that 


nephrectomy has never disappeared from the opera- 
tive repertory for ureteral fistule. The general 
opinion today is that it is best not to interfere with 
the kidney as long as it does no harm or so long as 
the urinary tract is healthy. Implantation in the 
abdominal wall produces ureteral abdominal fistula. 
The danger of ascending infection is one of the great 
disadvantages in these operations. 

Loux states that other observers have reported 
brilliant results with simple ligation of the proximal 
end of the ureter. Experimental studies have 
shown that the ligatures develop a pronounced 
tendency to fistulous formation by the wearing 
away of the ureteral wall. He thinks that the care 
of the ureters presents many difficulties and that the 
ideal method has not been devised. Investigators 
are busily engaged in experimental studies along this 
line. 

The author reports the following cases: 

The first, a female, aged 27, had no previous his- 
tory with the exception of an attack of pneumonia. 
The present trouble dated back two years and con- 
sisted of a sudden onset of pain in the right lumbar 
region with radiation into the right labium. She 
had several such attacks, some of them very violent. 
During one of the late seizures the pain-radiation 
seemed to be in the left thigh. During the attack 
the urine was decreased and was followed by an 
increased flow. The attacks lasted several hours, 
followed by nausea, vomiting, and exhaustion. The 
left kidney was not palpable. A smooth mass 
moving with respiration was palpable in the right 
hypochondrium, the mass being very _ tender. 
Cystoscopy and pyelography disclosed a displaced 
right kidney with a small stone in the kidney pelvis. 
The ureter was kinked and the kidney hydro- 
nephrotic. No shadow of the injected fluid was 
suggested. At operation the right ureter was dis- 
tended and kinked, the elbows of the kinks being 
adherent. The renal pelvis was much distended 
and the second ureter was found and traced to the 
upper portion of a dilated pelvis. Pelvic lithotomy 
was done and a resection of a portion of the renal 
pelvis was made. Nephropexy was then done. 
The patient made an uneventful recovery and was 
discharged five weeks after the operation and was 
apparently well eleven months afterward. 

The second, a male, aged 32, had a history dating 
back eighteen months when he began to have attacks 
of left renal colic. These increased in severity and 
frequency. Repeated roentgenograms were nega- 
tive. Ureteral catheterization showed obstruction 
to the catheter on the left side 10 cm. from the 
orifice. The stricture was treated for a month by 
gradual dilatation, which seemed to give relief. 
During the next month the patient had recurrence 
of his pain and returned for further treatment. 
Exploration was advised and a narrowing of the 
ureter was found at the point mentioned above. 
The ureter was dilated above the point of obstruction 
and a small stone was detected on palpation and 
removed through a small longitudinal incision. 
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This incision was continued for about 1.5 cm. so 
that the stricture was freely divided. A transverse 
line of two-tier sutures was inserted, thus increasing 
the constricted lumen beyond that of a normal 
ureter. No leakage occurred and the patient had an 
uneventful recovery. 

The third, a male, aged 33, gave a history of four 
severe attacks of right renal colic preceding the 
present history. Palpation revealed a painful mass 
in the right loin. Urinalysis showed pus and blood. 
Roentgenograms demonstrated a shadow over the 
right renal area. The patient was profoundly toxic. 
At operation pyonephrosis and stone of the right 
kidney were found. Because of the grave condition 
of the patient, drainage was thought best as a pre- 
liminary step toa nephrectomy. It was found con- 
venient at this time to bring the ureter into the loin 
where it was fixed in position. ‘This was done witha 
view to expediting the second operation. The 
patient was discharged the thirty-third day after 
admission. Nearly twelve years have elapsed since 
the ureteral transplantation and the patient has 
enjoyed the best of health. He does not experience 
much inconvenience from the urinary drain and 
does not want a second operation. G. J. Tuomas. 


Ward, G. G., Jr.: Post-Operative Renal Infection. 
Surg., Gynec. & Obst., 1915, xxi, 400. 


The author believes that many instances of ob- 
scure and apparently unaccountable elevations in 
temperature, with concomitant symptoms of septic 
absorption occurring late in the course of a post- 
operative convalescence, are cases of renal infection, 
and that they are much more frequent than was 
formerly believed. In the majority of cases these 
renal infections are due to the colon bacillus. 

The reports of cases of this disease show the fre- 
quency with which it follows some operative pro- 
cedure. This is not strange when the probable 
causative factors and the mode of infection are 
remembered. The preponderance of evidence — 
the result of both clinical and experimental research 
— tends to prove that the large majority of such 
renal infections are hematogenous in origin, al- 
though some cases may be caused by an ascending 
infection either by way of the periureteral lym- 
phatics, or by extension up the lumen of the ureter. 

The indications for the treatment of the severe 
types of this disease are by no means well defined. 
Neither is the question settled as to whether this 
type of kidney infection is characterized by being 
unilateral, as claimed by Brewer. There would 
seem to be no reason why the infection might not 
attack both kidneys simultaneously in certain in- 
stances, or first one organ and then the other. Thus 
it might be possible to account for the variations in 
the results of nephrectomy and nephrotomy, or 
decapsulation. As Kelly and Burnham state, the 
subject deserves more study and careful recording 
of cases. 

Whenever an infection follows an operation, be it 
ever so mild or insignificant (as for instance, a small 
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stitch-abscess in the skin incision), should one or 
both kidneys happen to be damaged by previous 
disease such as might be caused by a calculus or 
some form of nephritis or by anything that produces 
congestion and prevents free drainage of the organ, 
as excessive mobility, the kidney may become 
infected on account of its lowered resistance from 
the bacteria which are being filtered through it, 
with the resulting formation of multiple septic 
infarcts. 

There are three types of the infection, depending 
upon the degree of virulence, and the virulence 
naturally varies according to the particular organ- 
ism, the condition of the kidney, and the general 
bodily resistance of the patient. The types are: 

1. Cases which are mild in character, the patient 
not being severely ill, and which yield to the thor- 
ough flushing of the kidneys by the ingestion of 
water, formaldehyde, proper diet, and rest. 

2. Cases in which the kidneys contain numerous 
septic infarcts, and minute or microscopic pus-foci, 
which are superficially situated in the cortex of the 
organ. Decapsulation or incision with drainage 
usually results in recovery. 

3. The fulminating type, which is characterized 
by a profound toxemia, and which is rapidly fatal 
unless a nephrectomy is done. Fortunately this 
type of the disease is usually unilateral. 

Irritability of the bladder as manifested by fre- 
quency of micturition and dysuria is often an early 
sign of the onset of the disease, and Ward believes 
that many cases in which the nurse has been held 
responsible for a supposed cystitis, due to careless- 
ness in using the catheter, are really due to a renal 
infection of hamatogenous origin. 

To decide correctly when to operate and when not 
to operate calls for the exercise of great care and 
thoroughness in considering all the factors and 
sound judgment in weighing their relative values. 
The general principle governing the line of treat- 
ment should be that of conservatism coupled with a 
sharp watchfulness for signs and symptoms indicat- 
ing that the point of toleration to toxic absorption 
has been reached by the patient, the result of lowered 
resistance caused by the progress of the disease. 

If operation is necessary, nephrectomy should not 
be done unless the indications for it, as shown by 
the appearance of the kidney, are positive. A 
decapsulation or nephrotomy with drainage is 
sufficient in many cases, as shown by numerous 
reports, especially in the colon bacillus infections. 

Three cases are reported illustrative of post- 
operative renal infection. 

In conclusion Ward calls attention to the follow- 
ing points: 

1. That post-operative renal infection is more fre- 
quent than has been formerly appreciated, owing to 
the fact that in many cases it is overlooked on 
account of the mild character of the infection, the 
severe types being comparatively rare. 

2. That vesical irritability occurring after opera- 
tion may be an important precursory sign of renal 
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infection, and therefore should not necessarily be 
attributed to a cystitis caused by carelessness. 

3. That a study of the urine will show the prob- 
able type of the disease present, and thus be a guide 
to the treatment. ? 

4. That a careful study of the pathological condi- 
tion of the kidney should be made at the operation 
in order that nephrectomy may be avoided if 
possible. 


Boyd, M. L.: Gonorrheeal Ureteropyelitis; Report 
of Two Cases Treated by Injections of Anti- 
meningitic Serum. Surg., Gynec. & Obst., 1915, 
xxi, 506. 


The author reports both cases cured. Other 
treatments were employed only to the slightest ex- 
tent during the time of the injections of the serum. 
The first case also had an infection of the sacro- 
iliac joint as a complication of the gonorrhoea; this 
disappeared along with the ureteropyelitis. Lavage 
of the kidney pelves with solutions of silver nitrate 
was tried in the first case without apparent benefit. 
The second case had a 19 F. stricture of the pendu- 
lous urethra, and also a urinary infection with a 
gram positive diplococcus, which disappeared only 
after the cure of the gonorrhceal infection, when the 
dilatation of the stricture was begun and doses 
of hexamethylenamine were given. The highest 
temperatures reached after the injections of the 
serum were 103° in the one case and 101.5° in the 
other. Doses varied in size from 4 to 15 ccm., the 
initial dose being small. The author takes this 
opportunity of pointing out the accessibility of the 
sacro-iliac joint to examination by the finger in- 
troduced into the rectum. 


Barber, W. H.: Uretero-Enteric Anastomosis; a 
Further Experimental Study. J. Am. M. Ass., 
1915, Ixv, 1243. 


Barber reviews the work and aims of various men 
who have striven to dispose of the ureter separated 
from the bladder. He pertinently quotes Matas 
who writes of the responsibility for such work — 
the operator has burned his ships behind him. He 
stakes all the patient’s chances on the one hazard 
and this consideration makes it a perilous under- 
taking. 

Draper and Braasch have determined that de- 
struction of the ureterovesical valves is not in- 
evitably followed by renal infection. 

Barber emphasizes again the importance of the 
peristaltic factor, being inclined to lay greater 
stress on this than on the integrity of the valves. 
The divided ureters are drawn by attached sutures 
obliquely through the wall of the gut, a distance of 
1.5 to 2.0 cm., with the colon held on the stretch, 
then out directly, the ends being secured to the 
skin. One of the distended ureteral ends is then 
partly divided. It was found that: 

1. Plus physiologic caudad ureteral resistance is 
manifested first by dilatation of the cephalad end 
of the ureter. 
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2. Continued incomplete ureteral obstruction 
leads to a dilatation of the second and third portions 
of the ureter and a dilatation of the renal pelvis. 

3. Time spent in elaborating the terminal rela- 
tions of the ureters is therefore valueless. 

4. Oblique entrance is conducive to less local 
inflammatory reaction and, referring back to a 
former paragraph, to less obstructive symptoms 
than by directly carrying through the gut wall. 

Frep R. CHARLTON. 


Bissell, D.: The Surgical Treatment of the Tuber- 
cular Ureter in the Female. Surg., Gynec. & 
Obst., 1915, xxi, 615. 

When performing nephrectomy for tuberculosis 
of the kidney, consideration of the disposition of the 
tuberculous ureter is of almost equal importance 
with that of the kidney itself. 

Two illustrative cases are cited showing that 
when the tubercular kidney alone is removed the 
success of the operation is often jeopardized; 
Rovsing, Kapshammer, and others are quoted in 
support of this view. 

When it has been determined that the ureter with 
the kidney should be removed, the adoption of the 
combined transperitoneal and retroperitoneal route 
is preferable to the retroperitoneal alone. 

The advantages of the median transperitoneal 
route for ligating, severing, and freeing the ureter 
from its attachments are applicable to both the 
male and female. These advantages are, however, 
greater in the female than in the male, which 
fact is readily appreciated when the anatomical 
relationship of the pelvic organs in the sexes is 
compared. 

In the female the ureter passes along the base of 
the broad ligament and under the uterine artery 
before it reaches the bladder, making the uterine 
adnexa play an important part in the problem of 
surgical approach to the ureter. Because of this 
relationship the complete removal of the pelvic 
portion of the ureter in the female by any of the 
retroperitoneal methods is difficult and may prove 
dangerous. With an extended lumbar incision, 
there is necessitated an extensive surgical invasion 
of tissue, tissue filled with important nerves and 
blood-vessels, which when injured often result in 
great discomfort and even permanent distress to 
the patient. 

Pelvic complications in the female, adnexal and 
uterine, are not uncommon. The median trans- 
peritoneal route permits of direct approach and un- 
restricted access to the entire pelvic region. Retro- 
peritoneal surgery of the ureter in the female 
should be condemned as it is at best blind surgery 
and does not afford the safeguards at our command. 

The operation is done by the transperitoneal 
route, a median incision being made below the 
umbilicus. To secure a field for exact surgical 
manipulation, a temporary suture is passed through 
the posterior uterine wall near the junction of the 
corpus and cervix. When traction is made upon 
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this suture the entire cervical region of the pelvis 
is brought within easy reach of the operator, and 
the corpus removed from the field of vision. A 
second temporary suture is passed through the 
ovary of the side affected and through the outer 
portion of the round ligament. When this suture 
is tied, the adnexz also are removed from the field 
of vision. The pelvic peritoneum is then incised 
along the outer border of the ureter, and through 
this incision the ureter with its fascial sheath is 
dislodged from its cellular bed and tied at its 
distal end under the uterine artery. The freed 
ureter is then placed in the retroperitoneal space 
behind the cwcum, the pelvic peritoneal incision 
sutured, and the abdominal wound closed. The 
patient is then turned upon her stomach and the 
kidney with its freed ureter removed through a 
limited lumbar incision. 

The resulting shock from the combined routes 
has been inconsiderable. The surgical and symp- 
tomatic results have been ideal. 


BLADDER, URETHRA, AND PENIS 


Mertz, H. O.: Vesical Calculi in Children. J. 
Indiana St. M. Ass., 1915, viii, 506. 


Mertz reports a case of a large calculus, 1.5 cm. 
in diameter, in the bladder of a girl of five years, 
which was removed by litholapaxy in two sittings. 

The author gives 14 reasons in favor of litholapaxy 
against suprapubic lithotomy for vesical lithiasis 
in children. The most important advantages of 
the crushing operation are: it is well borne by 
children; it does no lasting injury to the parts; it 
is quickly recovered from; and it has a remarkably 
low mortality. M. KroroszyNer. 


Legueu, F.: Two Cases of Foreign Body in the 
Bladder (Deux observations de corps étrangers 
de la vessie). Bull. et mém. Soc. de chir. de Par., 
1915, xli, 2176. 

Legueu reports two cases of foreign body in the 
bladder observed by Fabre, and discusses the ques- 
tion in general. He has had to such cases. The 
bodies are generally removed through a hypogastric 
incision. The chief point of interest is in the 
localization of the projectiles. It is very easy to be 
mistaken in the position of a foreign body in the 
pelvis seen in a radiograph. 

The case is cited of an officer who had been 
advised against the extraction of a projectile in the 
pelvis. By cystoscopy it was found in the bladder 
and was removed through the urethra very quickly. 
In another case the radiograph showed the bullet in 
the posterior cul-de-sac; operation failed to find it 
there. A few days later the author did a cystos- 
copy and found it in the bladder. Therefore in 
such cases two radiographs should always be taken, 
one on the back and the other in the abdominal 
position, or one with the bladder full and the other 
with it empty. If the bullet is in the bladder there 
will be a ¢onsiderable difference in its position in the 
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two pictures; if it is located elsewhere it will not 
change position. Two such radiograms, sup- 
plemented by cystoscopy, will prevent errors in 
localization. 

In the discussion Quénu and Michon each de- 
scribed a case in which they had made a mistake in 
localization, and commended Legueu’s suggestion of 
taking two roertgen pictures. A. Goss. 


Laverriere, M.: Proliferating Tuberculous Cystitis. 
N.Y. M.J., 1915, cii, 1044. 


The author has reported three tubercular kidney 
cases in which the bladder findings were interesting. 
Pain and pollakiuria were present. The increase 
of the functional symptoms are important. Fre- 
quency is always present. The terminal cystalgia 
in proliferating tuberculous cystitis is slight, be- 
cause ulceration does not exist. The bladder capa- 
city is usually fairly good, the urine containing a 
considerable amount of pus which comes from the 
diseased kidney. 

The cystoscopic picture usually shows rounded 
granulations between the ureteral orifices, and 
usually surrounding the orifice of the diseased kid- 
ney. The epithelial coverings are intact over the 
granulations, which vary in size. In the three cases 
reported, ureteral catheterization showed the 
diseased side. Following nephrectomies, the blad- 
der pictures showed a gradual clearing up of the 
granulations. C. D. PickRELL. 


Gardner, J. A.: Operative Treatment of Tumors 
of the Bladder. Ann. Surg., Phila., 1915, lxii, 456. 


The 369 tumors of the bladder reported by the 
author refer to those primarily in the bladder and 
not malignancies which have invaded the bladder 
secondarily from other organs. In this series the 
tumors have been classified as follows: carcino- 
mata, 178; papillomata, 175; sarcoma, 7; cysts, 4; 
polyps, 3; fibroma, 1; cystitis cystica, 1. As would 
be expected, the great majority were carcinoma 
and papilloma. Tumors were present four times 
as frequently in the male as in the female. The 
average age at which they were found was about 50 
years, the average being 47.3 for the papilloma and 
54 years for the carcinoma. 

Of the 7 cases of sarcoma in this series 2 occurred 
at 5 and 6.5 years, respectively, the remaining 5 
between the ages of 30 and 73. The results of 
operation in these cases were unsatisfactory, death 
occurring soon after operation except in one case, 
in which the patient lived four years. 

The statistics regarding radium are too meager to 
justify drawing any conclusions, it having been used 
in 6 cases only and with little success except in one. 

Included in this series are 4 total cystectomies 
and one preliminary transplanting of the ureters 
into the loin as a primary step. In 4 of these cases 
the ureters were transplanted into the loin and in 
one into the sigmoid. Of the 5, 3 died as a result 
of the operation, one after preliminary trans- 
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plantation of the ureters into the loin, from hypo- 
static pneumonia and renal insufficiency; another 
who had implantation into the loin died of shock; 
and the third patient, in whom the ureters were 
transplanted into the sigmoid, also died of shock. 
Unfortunately total cystectomy seems to be re- 
served as a last resort and the mortality from the 
operation in patients in extremis is of course very 
high. Incases where this operation is indicated and 
patients operated upon earlier, it would seem that 
Watson’s two-step operation of first implanting the 
ureters into the loin will give more satisfactory 
results. 

Percy advocates the heat treatment for carcinoma 
of the bladder, using the same technique he uses 
for malignancies in the abdominal cavity. Few 
cases have been reported, however, and sufficient 
time has not elapsed to allow us to judge whether 
this method is more advantageous than excision of 
the growth by actual cautery, which has not proved 
a marked success. 

Primarily the papillomata may be benign, but 
potentially are malignant and will become so if the 
patient lives long enough. Pathologists report 
cases in which one part is benign and another 
part is found to be malignant. They also state 
that a negative report as to cancer means no more 
than a negative report on sputum examination for 
tubercle bacilli. In the face of this difficulty, 
which method of operation will show the least 
recurrence? 

In the treatment of papilloma Beer’s method of 
using the high-frequency currerit has been received 
as a marked step in advance. High-frequency has 
many advantages because of its simplicity and 
because it obviates hospital care and confinement. 
The operative mortality is practically nil. In this 
series it amounts to 0.7 per cent, which is created 
by one case occurring in the author’s practice. 
Beer emphasizes the importance of selection of 
cases because he states that he does not believe 
malignant neoplasms can be cured by the intra- 
vesical high-frequency current. This conclusion 
has been borne out by Keyes and other urologists 
of large experience. 

Gardner’s conclusions are as follows: 

1. In the treatment of carcinoma the trans- 
peritoneal method as used inthe Mayo clinic or the 
subtotal cystectomy of Squier, with wide resection 
of the bladder wall, offers the best method. These 
methods give the operator opportunity to look for 
enlarged glands or metastases and if necessary the 
ureters can be easily transplanted. 

2. Cystotomy and excision and the actual cautery 
should only be used in terminal cases as a palliative 
method to relieve pain and hemorrhage. 

3. When the growth involves both ureters Wat- 
son’s operation of total cystectomy with a primary 
operation for transplanting the ureters into the 
loin shows the best results. 

4. In the treatment of papilloma, intravesical 
high-frequency current during the short time it has 
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been used has given better results than any other 
method, reserving the question for time and sta- 
tistics to determine whether this method by reason 
of the difficulty in distinguishing between papilloma 
and carcinoma is shown to be as satisfactory as 
wide resection, such as is advised for carcinoma. 
J. DELLINGER BARNEY. 


Jones, F. W.: The Explanation of a Recto-Urethral 
Anomaly, and Some Points in Normal Anat- 
omy. Lancet, Lond., 1915, clxxxix, 860. 


Jones discusses the anatomy of the recto-urethral 
fistula from the standpoint of comparative anatomy 
and shows that it is the development of the copula- 
tory organs within the ectoderm in which the varia- 
tions producing these fistula occur. 

The development of the genital organs of the tor- 
toise, known as /estudo elephantina, is discussed in de- 
tail. The author says ‘‘The copulatory organ of this 
giant tortoise is composed of bilateral erectile thick- 
enings of the ventral cloacal wall (corpora caver- 
nosa); upon their free (dorsal) aspect are developed 
outstanding folds — seminal guides — having in 
their attached margins other erectile masses (corpora 
spongiosa). Between these two seminal guides 
runs a median groove — the seminal groove — con- 
verted into a closed seminal canal only during func- 
tional activity by the erection and meeting of the 
seminal guides.” 

Jones continues to draw the analogy between the 
animal and the human embryo and traces the 
development of the free edges forming the median 
raphé and says that in the male the seminal guides 
extend from the base of the glands at the site of the 
frenulum and pass backwards into the anal margin. 
This median raphé is not so marked in the female as 
in the male. 

He says that in the normal male the seminal guides 
meet and fuse in the midline; the erectile masses 
by their midline union complete the penile urethra 
or seminal canal; the coalesced free folds constitute 
the median raphé. In the anomaly we are con- 
sidering these masculine folds are possibly more 
than usually well developed, and the fusion not 
only affects that portion forming the normal median 
raphé, but also that part which runs around the 
anal margin. The anus is thereby closed in and 
embraced in the raphé (just as it would be if the 
seminal guides of the male tortoise were to coalesce), 
and the anal orifice is carried forward in the raphé 
to its termination in the frenulum. It may fall 
short of the frenulum, and fistulous openings may 
be present anywhere in the normal extent of the 
raphé. 

Another anomalous condition may arise obviously 
as a modification of the process described. The 
median raphé may be formed right across the anal 
membrane and the membrane may subsequently 
perforate upon both sides of the raphé, leaving it as 
a median band stretching across the anal orifice; 
this malformation is a well known one. 

A. C. STOKEs, 
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Pelouze, F. S.: New-Growths of the Prostatic 
Urethra in Relation to Tuberculosis. N. Y 
M.J., 1915, cii, 792. 

The author has observed growths of the posterior 
urethra occurring in cases of genito-urinary tuber- 
culosis. He believes that the presence of these 
growths are in themselves sufficient warrant for a 
probable, if not a positive, diagnosis of genito- 
urinary tuberculosis. The growths are found only 
in the prostatic urethra, confined almost entirely 
to the roof and lateral walls, being most numerous 
just external to the vesical sphincter. They range 
from about one-twelfth to one-quarter the size of 
the normal verumontanum; they are paler than 
the mucous membrane from which they spring, 
which is usually healthy in appearance; generally 
in clusters, sometimes isolated; either peduncu- 
lated or sessile; are not watery and translucent as 
bullous oedema or benign papillomata, and tiny 
blood-vessels can be seen in their smooth surfaces. 
Sometimes the growths are solid, and sometimes 
appear to have undergone cystic change. 

In most of the patients examined tubercle bacilli 
were found in the urine; in several patients these 
growths were removed from the posterior urethra, 
and tubercle bacilli were found in the growths. In 
most of the cases cited the diagnosis of tuberculosis 
was made from staining, and not from guinea-pig 
inoculation. The author thinks the former is 
sufficient for a diagnosis, and that the latter may 
fail. He cites the work of Webb, who inoculated 
guinea pigs with small numbers of tubercle bacilli 
without producing any disease. B.S. BARRINGER. 


Day,R.V.: Destroying Limited Obstructive Gland- 
ular Growths in the Posterior Urethra by the 
High-frequency Current. J. Am. M. Ass., 
1915, lxv, 1797. 

Day uses the two bipolar high-frequency current, 
which for urethral work he finds much superior to 
the unipolar current because it shortens the spark 
gap and the danger of ground shock is practically 
eliminated. Also because the action is much more 
rapid and extensive and danger from secondary 
hemorrhage is less. In his report of eight cases 
for urethral growths the results were uniformly 
good. J. S. E1sENSTAEDT. 


Weitz, H.: Treatment of Hypospadias (Zur Hypo- 
spadiebehandlung). Deutsche med. Wehnschr., 
1915, xli, 1064. 

Many methods of operation have been devised 
for the relief of hypospadias. Weitz gives the case 
histories of two patients,that were operated on by the 
method proposed by Streissler and Lexer, in which 
they transplant the vermiform appendix to re- 
construct the urethra. Streissler and Lexer con- 
ceived the idea of this transplantation independently 
of one another. The method is as follows: 

The patient’s appendix is removed, and the sero- 
muscular coat removed from the cylinder of mucous 
membrane; the mucous membrane cylinder is 
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irrigated with weak hydrogen peroxide solution, and 
kept in warm physiological salt solution. A longi- 
tudinal incision is made at the apex of the glands 
and somewhat back and to one side of the urethral 
orifice. A trocar is passed through from one incision 
to the other, care being taken to avoid the corpora 
cavernosa, which might cause severe hemorrhage. 
The appendix is then drawn through the trocar and 
its ends sutured to the skin. After four weeks 
the appendix is united to the urethra, after the for- 
mation of a perineal fistula. Then the urethra is 
dissected free, freshened and sutured over a Nélaton 
catheter. 

In all three of Streissler’s cases the appendix took 
without reaction, but a small fistula remained. 
Weitz found that it was only necessary to remove 
the serosa of the appendix and the muscular and 
mucous coats could be used. A small fistula re- 
mains, but if it does not close after one or two 
months spontaneously it can be closed by a supple- 
mentary operation. The results were good in both 
of his cases. A. Goss. 


Gelpi, P. J.: An Unusual Injury of the Penis with 
Successful Repair. WN. Orl. M. & S. J., 1915, 
Ixviii, 263. 

On December 28, 1914, a colored boy, aged 9, 
was admitted to the hospital, presenting a condition 
of unusual interest. His penis, at a point about 
half an inch in front of the pubis, was almost com- 
pletely severed, just as though it had been done by 
a knife in a circular amputation of the organ. The 
skin was cut through all around, the cavernous 
bodies were almost completely divided, and below, 
the spongy body including the urethra was severed. 
The dorsal vessels and those of the spongy body, as 
well as the central arteries of the cavernous bodies, 
were cut, and it looked as though the distal portion 
was hanging by a mere thread. The uncut segment 
of the penis measured less than three-eights of an 
inch across and less than a quarter of an inch in 
thickness. (&dema of the pendulous part with 
phimosis was present to a marked degree, denoting 
to what extent the circulation was impaired. It 
was thought at first that it would be a useless task 
to attempt restoration, in view of the great impair- 
ment to the circulation. The impression among 
those who viewed the case was that nothing short 
of completing the amputation would avail. It was 
decided, however, to try repair by gradual stages. 

The operative procedure was as follows: On 
December 29 a dorsal slit was made to release 
cedema of the prepuce. This was done under local 
analgesia — novocaine. On January 2 a partial 
penorrhapy was done under local anesthesia. Three 
catgut sutures passing through the skin and deeply 
through the cavernous bodies were placed so as to 
unite the dorsum. The result was fairly good 
and lent encouragement to proceed with the work. 
January 19, circumcision and urethrorrhaphy were 
done, and the penorrhaphy completed. February 
5, external urethrotomy and urethrorrhaphy were 
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done under ether anesthesia. February 24, inter- 
nal urethrotomy and urethrorrhaphy were com- 
pleted under general anesthetic. 

This case demonstrates what perseverance will 
accomplish in plastic work. It also shows how 
parts can be restored even when the circulation has 
been impaired almost beyond hope. 

H. A. Moore. 


GENITAL ORGANS 


Walther, H. W. E.: Treatment of Acute Epididymi- 
tis by Aspiratory Puncture. Med. Rec., 1915, 
Ixxxviii, 567. 

Walther lays great emphasis on the importance 
of speedily terminating any acute infective process 
in the epididymis. This rationale should be ap- 
parent because of the liability of permanent second- 
ary changes that at times ensue from such inflam- 
mation, these changes affecting the functional (pro- 
creative) power of the testis, at times destroying it. 

Today, when surgery is attempting to progress 
along conservative paths, Walther does not deem it 
rational to perform any open operation, as epididy- 
motomy or epididymovasotomy, when simpler 
means are at our disposal which are just as efficient. 

The method he describes for treating acute epi- 
didymitis is that of aspiratory puncture with a 
hypodermic syringe as first practiced successfully 
by Baermann and later popularized by Ernst. 

The technique adopted by the author has been as 
follows: 

The scrotum is prepared aseptically as for any 
operation; the practice being to shave the skin, 
thoroughly cleanse the same with green soap and 
sterile water, and then paint the site of puncture 
with tincture of iodine. The affected testis is then 
firmly grasped with one hand, the epididymis to be 
punctured pointing uppermost, and the skin over 
the selected area of entrance of the needle is put 
on tension. A very sharp-pointed, fairly large 
needle which is connected to a to-ccm. record syr- 
inge, and which has been previously sterilized, is 
then thrust through the skin of the scrotum into the 
substance of the epididymis for one-half to two- 
thirds of an inch, and then the attempt is made to 
aspirate gently some of the seropurulent content. 
By withdrawing the needle slowly, aspirating all the 
while, one will often succeed in obtaining fluid from 
the different levels in the gland, when the same would 
not have been secured if the needle were held in 
only one plane. Usually two or three punctures 
are made at different points in the affected organ. 

The wounds are then sealed with a collodion dress- 


ing and a suspensory applied to the scrotum. 
Confinement to bed is not necessary and the after- 
care of these cases is very simple. 

The only anesthesia employed has been that of 
spraying locally the site of the puncture with ethyl 
chloride to freeze the part. In hospital practice 
even this spray has not been found necessary to 
gain the patient’s consent to have the punctures 
made. General anesthesia is never necessary. 
With hypersensitive patients one might inject a 
few cubic centimeters of two per cent novocaine 
solution subcutaneously and down to the epididymis 
so as to diminish the sensation when needle puncture 
is made. 

As a rule little fluid is withdrawn. The effect of 
the aspiration, however, becomes manifest by al- 
most immediate relief from pain, and within six 
to twelve hours the swelling in the gland and the 
fever will be noticed to have diminished considerably. 

The procedure is a painful one, at times very 
painful, but the aspiratory puncture causes a cessa- 
tion of the patient’s sufferings so promptly, shortens 
the duration of the infection so markedly, and as it 
preserves the functional (procreative) power of the 
testis as successfully as any of the more formidable 
operations advanced, Walther believes that this 
method of treating acute epididymitis is deserving 
of more attention and favorable consideration than 
has been accorded it in the past. 


Koll, I. S.: Primary Tuberculosis of the Prostate 
Gland. Ann. Surg., Phila., 1915, lxii, 473. 


A careful search of the literature shows but two 
probable cases of primary tuberculosis of the pros- 
tate reported. 

The author’s case, aged 61, entered the genito- 
urinary service of the Michael Reese Hospital, 
giving the typical symptoms of prostatic obstruc- 
tion. Per rectum, the prostate felt about three 
times its normal size, consistency firm, surface 
smooth, except for two or three small nodules, which 
did not seem unusual. Cystoscopic examination 
revealed nothing except a low grade of cystitis. 
The median lobe protruded considerably into the 
bladder. 

The patient was in the hospital five months, on 
account of a persistent fistula, which was unin- 
fluenced by gradually increasing doses of tuberculin, 
subcutaneously. This treatment was begun as 
soon as tuberculosis was reported by the pathologist. 
It is of interest to note that there was not the slight- 
est reaction to the tuberculin, even in one milli- 
gram doses. ‘This is strongly suggestive that there 
was no other active tuberculous focus in the body. 











SURGERY OF THE EYE AND EAR 


EYE 


Rollet, E., and Mangini, L.: Lesions of the Dee 
Membranes of the Eye in War with the Eyeball 
Intact (Lésions des membres profondes de l’ceil 
par blessures de guerre avec intégrité du globe). 
Lyon chir., 1915, xii, 397- 

Lesions of the eye have increased greatly since 
the armies have been entrenched. In August, 1914, 
one of the authors estimated that eye wounds con- 
stituted 5 per cent of all injuries, while in January, 
1915, they constituted 13 per cent. There is a 
considerable group of cases in which, though the 
eyeball is intact, the retina or choroid or both are 
injured. The authors have collected 96 such cases 
and give colored plates showing the ophthalmoscopic 
pictures in 24. 

In some cases there is detachment of the retina, 
in some rupture of the choroid, and in some hemor- 
rhages of the retina and choroid. The vision is 
most affected in the retinal lesions, and the severity 
of the effects also depends on the site of the lesion. 
A very small macular hemorrhage affects the vision 
much more than a large one elsewhere. In these 
cases the eyeball is protected by its elasticity and 
the fibrous structure of the sclerotic. It yields to 
the shock and only suffers a slight contusion, while 
the fragile tissues of the retina and choroid are torn 
or disorganized. 

These injuries may also occur by contre-coup, a 
blow on the malar, for instance, being transmitted 
through the soft tissues till it reaches the eye. The 
prognosis varies; in some cases there is improvement 
in vision after a time, in others it grows progressively 
worse. In some cases atrophy of the disk follows, 
from fibrous proliferation around it. Treatment is 
expectant. Time is the only thing that will im- 
prove the vision. A. Goss. 


Martin, E.: Partial Occlusion in the Treatment 
of Aneurisms. Surg., Gynec. & Obst., 1915, xxi, 
631. 

Two cases are reported of arteriovenous aneurism 
of the orbit treated successfully by the method of 
partial occlusion of the common carotid, the op- 
eration being completed with the ligation of some 
of the veins of the orbit. The usual cause of 
pulsating exophthalmos is trauma — over 70 per 
cent. While the diagnosis of arteriocavernous 
aneurism would seem to be obvious, in a collection 
of 40 autopsies collected by de Schweinitz and 
Holloway this lesion was found in but 14. It is 
therefore essential that the diagnosis be made with 
some care, the examination including the use of the 
X-ray and inspection of the nasal fosse. 


The operation of partial obliteration is not offered 
as a substitute for the operation of Matas when the 
lesion is in an accessible position, but only when 
such treatment is impractical. The substitution 
of partial for complete occlusion of the carotid is 
advocated because partial occlusion, particularly if 
it be but temporary, is necessarily a safer measure 
in so far as brain function is concerned. An ab- 
sorbable ligature material is preferred to silk, as the 
purpose is merely the temporary slowing of the blood 
stream, the ligature being tightened till the bruit 
heard over the exophthalmos and its pulsation cease, 
or, local anwsthesia having been used, the patient 
ceases to complain of the rhythmically throbbing 
tinnitus, and because, according to the researches 
of Sweet, arteries discharge into their lumina, con- 
stricting silk threads. 

After operation the patient should be given in- 
jections of human blood serum to favor clotting, 
and they should be kept at rest for at least two 
weeks. 

EAR 


Murphy, J. W.: Brain Infection of Otic Origin, 
with Report of Five Cases. Laryngoscope, 1915, 
XXV, 701. 


The author discusses (1) the site, (2) diagnosis, 
and (3) treatment of brain abscess. 

1. When the infection occurs by direct con- 
tinuity, the temporosphenoidal lobe is most fre- 
quently the site of the abscess; but when the exten- 
sion is through the labyrinth, the abscess is most 
often on the anterior aspect of the cerebellum. 

A temperature nearly normal or slightly sub- 
normal, a slow pulse, slow respiration, slow cerebra- 
tion, and lack of sustained attention, mental ob- 
scuration, and a tendency to doze even when talking, 
all point strongly to a cerebral abscess. When the 
abscess is in the cerebellar region, the respirations 
are slower and more apt to be irregular and of the 
Cheye-Stokes character. Attention is directed to 
the importance of third nerve paralysis as a diag- 
nostic sign. 

As to the treatment, early evacuation is demand- 
ed. Where the abscess is situated some distance 
from the dura, the author uses a long Weis’ cataract 
knife, as less trauma is thereby produced. 

Five cases are reported in which the origin of the 
abscesses were traced to a lesion in the middle ear. 
In the three operated cases the lesion was traced 
at the time of operation and in the two non-operative 
fatal cases at the post-mortem. 

These cases are interesting from the slight 
symptoms present up to within a few hours of 
the time of operation. Orrto M. Rott. 
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Dench, E. B.: An Improved Technique in the 
Application of the Thiersch Graft in the 
Radical Operation for Chronic Middle-Ear 
Suppuration. Laryngoscope, 1915, Xxv, 755. 


During the past six or seven months the procedure 
has been as follows: A large graft is made to line 
completely the middle-ear cavity. A second graft, 
about an inch wide and one and one-half to two 
inches long, is then applied to the posterior margin 
of the lung wound, completely covering the posterior 
margin of the cavity, and sometimes overlapping the 
graft already applied to the radical cavity. This 
second graft is spread out posteriorly, and the por- 
tion extending into the middle-ear cavity is held in 
place by a firm gauze packing. The portion of the 
graft which extends posteriorly is then bent for- 
ward upon itself, threaded through the external 
auditory meatus, and spread out so as to completely 
cover the cut margins of the canal. The auricle 
is then sutured back in place. The meatal portion 
of the graft is held in position by a second strip of 
gauze, carried through the external auditory meatus. 

Instead of using iwo grafts the author at times 
also used one large quadrilateral graft, applying it 
in the same way. Orro M. Rorr. 


Fraser, J. S., and Owen, J. S.: Case of Subacute 
Purulent Otitis Media, Labyrinthitis, and 
Purulent Leptomeningitis Due to a Capsulated 
Streptococcus. Edinb. M.J., 1915, xv, 260. 


The report of this case is given in great detail, the 
remarkable features of which are: (1) the rapid 
subsidence of the meningitis, the stage of delirium 
followed by semi-coma lasting only 48 hours; (2) the 
fact that a case of purulent otitic meningitis may 
recover without operation. Otto M. Rorr. 


Yankauer, S.: Report of a Collective Investigation 
on the Curettement of the Eustachian Tube 
in Chronic Aural Suppuration. Laryngoscope, 
1915, XXv, 675. 

This report is based upon the experiences of 119 
operators in 735 cases. An elaborate table analyz- 
ing the results of the different operators is given in 
the original article. 

Of the 735 cases the tube was successfully closed 
after one or more curettings in 609, or 83 per cent. 
The number of patients reported cured is 379, or 
51.5 per cent of the total number, or 62 per cent of 
the number in which the tube was successfully 
closed. Thus it appears that more than one-half 
of all cases of chronic suppuration of the middle ear 
have been cured by closing the eustachian tube 
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through the intact external auditory meatus and 
without other surgical treatment. 

Of the cured cases, 51.5 per cent, the hearing was 
improved in 46, or go per cent. 

Improvement in the tinnitus occurred in half of 
the cases operated upon. 

Of the cases that were not cured by curetting the 
tube, 70 were subsequently subjected to radical 
operation and the result reported in 68. Of these, 
60, or 88 per cent, were reported as cured. 

The final conclusions of the author are as follows: 

1. Closure of the eustachian tube is harmless 
because it does not cause the loss of any function 
which has not already been permanently destroyed. 

2. It isa valuable therapeutic agent because by it 
alone half the cases are cured and the rest so im- 
proved that it is possible for the radical operation 
to cure most of them. 

3. It is imperative, not only because the tube has 
assumed a perverted or pathological function, but 
because the only other resource which is open to the 
patient is a radical operation, in which case the 
tube must be closed anyway. 

4. Every patient should be given the benefit 
of this procedure, not only because the chances of 
cure are sufficiently high, but also because, if cured 
thereby, the hearing will not only be preserved, but 
improved. 

5. On account of the difference in the effect upon 
the hearing, the radical operation should be regarded 
as unjustifiable in any case where there is useful 
hearing left until a thorough trial has been given to 
the closure of the tube alone through the intact audi- 
tory passages. Orro M. Rorrt. 


Sewell, D. L.: 
ference in Cases of Aural Discharge. 
Chron., 1915, \xi, 49. 


Indications for Operative Inter- 
Med. 


The author mentions the following signs and 
symptoms in acute suppurative otitis media which 
call for exploration of the antrum and mastoid 
cells: (1) pain, persisting for forty-eight hours, in 
spite of paracentesis; (2) mastoid tenderness; (3) 
fever; and (4) persistent copious discharge. 

In a case of chronic suppuration of the middle ear, 
the following indications for surgical interference 
are mentioned. (1) a discharge which persists in 
spite of treatment; (2) a discharge which is foetid, 
blood-stained, or contains cholesteatomatous 
material; (3) recurring polypi; (4) carious bone; (5) 
fistula; (6) pain; (7) tenderness; (8) headache; (9) 
vertigo with or without nystagmus; (10) increase of 
deafness with diminished bone conduction; (11) 
facial paralysis. Orro M. Rorrt. 
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NOSE 


Kaempfer, L. G.: Blood-Platelet Extract, a Physi- 
ological Hzmostatic, in Nose and Throat 
Surgery. Am J. Surg., 1915, xxix, 401. 


The substance in question is a yellow granular 
powder called coagulen. Kaempfer uses it in a 
ten per cent solution locally in tonsillectomies and 
following turbinectomies and the submucous re- 
section of the septum. The solution should be 
freshly prepared before using. 

After the tonsil is removed, a sponge that has 
been dipped into a freshly prepared ten per cent 
solution of coagulen is placed in the fossa and gentle 
pressure maintained for a minute. Occasionally a 
second application is necessary, but in the series 
of 25 cases reported there was no subsequent 
bleeding. 

In turbinectomies the nose is packed with gauze 
wet with the solution and this packing removed in 
twelve hours. Sometimes there was slight oozing, 
which however stopped of its own accord. 

In the submucous resection cases a piece of rubber 
tissue was first placed over the incision, then the 
nose was packed as before, after which the rubber 
tissue was removed. The packing was removed in 
twelve hours with little if any oozing and no hem- 
atoma. Otto M. Rott. 


Andrews, B. F.: Some Reflex Manifestations of 
Intranasal Origin; Suggested Nerve Paths 
Through Which They May Travel and Op- 
erations for Their Relief. J. Ophih. & Oto- 
Laryngol., 1915, ix, 354. 

After an anatomical review of the pathway 
of the trigeminus with its various ganglia, the 
author mentions the different reflex manifesta- 
tions produced and the rhinological factors re- 
— for them, together with operations for 
relief. 

The reflex manifestations mentioned are: (1) 
headaches, (2) eye strain or spasm of accommoda- 
tion, (3) earache, (4) deafness attributable to 
eustachian closure, (5) coughing, (6) sneezing, (7) 
asthma. 

The conditions mentioned as responsible for 
these manifestations are: 

1. Septal ridges, spurs, bands, etc., where pres- 
sure is made against other intranasal parts. 

2. Malformations of the middle turbinate where 
it is bent on itself or makes pressure either on the 
lateral wall or on the septum or on the inferior 
turbinate. 

3. Hypertrophied middle turbinate. 

4. Middle turbinate containing pneumatic cells. 


5. Pressure of the inferior turbinate upon sur- 
rounding structures. 

6. Nasal adhesions and cicatricial scars. 

Operations mentioned are: 

1. If the septum is at fault, a submucous re- 
section should be done. 

2. If the turbinates are deflected, they should 
be sprung in the opposite direction with little force 
and broken along their bony attachments, and kept 
in the new position by cotton pledgets placed on 
each side. 

3. If the turbinates be too thick, they may be 
thinned by grasping them between the blades of 
suitable forceps and crushing them. 

4. When the middle turbinate contains a large 
pneumatic cell, the turbinate is split through the 
cell from top to bottom and the lateral segment 
removed, and if necessary the remaining por- 
tion fractured along its bony attachment and 
moulded over until it occupies a position midway 
between the septum and the lateral wall, free from 
either. 

In closing, the author makes a plea for the re- 


“moval of the cause at its source instead of by 


ganglion injection or destruction. 
Orro M. Rorr. 


Ingram, L. C.: The Progress of Intranasal Surgery. 
J. Fla. M. Ass., 1915, ii, 134. 

The author speaks of the progress along the lines 
of conserving organs and correcting deformities 
which cause irritation and prevent proper aeration 
and drainage. As an illustration of this principle 
he cites the submucous resection of the septum, the 
crushing and straightening of the turbinates, and 
the submucous opening for drainage of the maxillary 
sinus. 

The crushing and straightening operation for 
hypertrophied and displaced turbinates is performed 
by crushing with a nasal dressing forceps the end 
of the turbinate along its entire length, beginning at 
the anterior end and making successive bites. If 
the turbinate is too near the septum it is fractured 
and placed to the outer wall. Sufficient atrophy 
occurs within a month’s time. 

To perform the submucous opening of the maxil- 
lary sinus, an incision is made through the mucosa 
and periosteum at the angle on the superior maxillary 
bone where the inferior fossa meets the facial sur- 
face. The tissues are elevated and the exposed end 
grasped with a forceps and crushed, fracturing the 
inner surface. The fragment is then elevated and 
removed, and a biting forceps slipped into the open- 
ing enlarges it as much as is necessary. 

Orro M. Rott. 
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THROAT 


Swift, W. B.: Can the Speech Present a Sign of 
Congenital Syphilis? Boston M. & S. J., 1915, 
clxxiii, 6109. 

The conclusion is that congenital syphilis can 
cause a faulty or incomplete development of vocal 
cords that results in vocal monotony and harshness 
in both conversation and weeping. As spirochzto- 
sis has been of late offered to cover all the lesions of 
syphilis, the author proposes as a name for this 
symptom scaphoid vocal cords and spirochetotic 
harshness. 


Blum, S.: The Proper Position of Tonsillectomy in 
Pediatrics. Arch. Pediatrics, 1915, xxxii, 817. 


The author decries the frequency with which ton- 
sils are enucleated and adds that there are too many 
unwarranted indications for tonsillectomy. He 
advances the following reasons for conserving the 
tonsils: 

1. It is improbable that they would occur in the 
human body if they were superfluous. 

2. As modified lymph-glands they may combat 
infections. This view is supported by Brieger’s, 
Goerke’s, and Stoke’s observations of the emigra- 
tion of lymphocytes from the center to the periphery 
of -the tonsil. 

3. It has been suggested that they furnish an 
internal secretion of value. 

4. The tonsils may be eliminative organs for the 
waste products of dentition (Wright). 

5. They may be eliminative organs for system- 
ic diseases, including diphtheria and _ scarlatina 
(Ashurst). 

6. They play a role in the modulation of the 
voice. 

7. They moisten the food and perhaps throw 
out a digestive ferment. 


‘formed before the eighth year. 
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8. There is an intermediate course to be con- 
sidered; namely, tonsillotomy. 

9. They take up foreign matter from the nasal 
mucous membrane. 

ro. Animal experimentation by the author 
proved that tonsils are excretory organs for the 
cervical glands. 

The author’s conclusions are: 

1. Tonsillectomy is an excellent surgical pro- 
cedure in certain cases. 

2. It should be the operation of choice in malig- 
nant disease of the tonsils. 

3. It may be indicated in recurrent peritonsillar 
abscess. 

4. It should not be performed in infants. 

5. Only in exceptional cases should it be per- 
Between the eighth 
and fourteenth years if positive evidence of serious 
local or systemic injury emanating from diseased 
tonsils can be adduced, and if the tonsillar affection 
does not yield to conservative treatment, enuclea- 
tion is indicated. Orro M. Rorrv. 


MOUTH 


Ulrich, H. L.: The Blind Dental Abscess. 
M. Ass., 1915, lxv, 1619. 


J. Am. 


The author has found abscesses in 83 per cent of 
all dead teeth and apical abscesses in 68 per cent 
of artificially devitalized teeth. He is convinced 
that the apical abscess is an evidence of a focus 
of streptoccal focal disease and that these foci 
are not primarily dental but hamatogenous in 
origin. He bases his claims on the facts that 
focal reactions, development of new foci, and im- 
provement of other focal areas have followed the 
removal of the abscesses, and local and focal re- 
actions have followed the use of autogenous vaccines. 

James R. Martin. 
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